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Its aim 


Founded in 1951, the International Union for Health Education of the 
Public is a non-governmental organization whose aim is to contribute 
to the development of health education throughout the world. 

The Union is, in reality, a world parliament of health educators and 
assembles them periodically at international conferences. The last 
met in Rome, in May 1956, with 1,500 participants from over 50 countries 
in attendance. 

To achieve its aims, the Union proposes: 

To promote the creation of national committees for health education 
of the public and of national societies of health educators; 

: To establish a bond between organizations working in the field of health 


education; 

To facilitate the exchange of information and of experience gained in 
the various countries concerning all matters relating to health education, 
including programmes, methods, techniques, material, training, research, 


etc. 


Who can be member? 

National committees, societies, associations or other national voluntary 
health agencies whose aims include health education of the public can 
become active members of the Union. Minimum dues have been set at 
$150. 

Individuals can become associate members, as can foundations, uni- 
versities, colleges, schools, museums, societies, associations, clubs, 


as well as unions, business firms or corporations desiring to assist the 
work of the Union. Minimum Membership fees have been set at $10. 
Associate members receive all the publications sent to active members. 


This international journal is YOUR Journal and we need your help to make it @ truly 
international forum: for the exchange of experiences, ideas and professional materials. 
Send us short news and reports on health education activities in your country. Tell us 


also what you woul like to read in this publication. 
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Message F The need for an enlightened health education of the public 

is now an established fact. The term health education might 
be mistaken to imply only health instruction. This stage, 
however, lies behind us and health education, recognized 

as an essential component of every social welfare programme, 
must become an education for living. 

In recent years a large number of international organizations 
have developed their activities along these lines, showing | 
much initiative in the promotion of an education dedicated 

to better the lives of peoples. The UN, ILO, FAO, 

WHO illustrate this effort, and UNESCO has endeavoured 
from its very beginning to develop " basic education ” 

which it rightly considers as essential. 

If health education can bring to each member of a group an 
enrichment of his personality, of his physical and mental 
health, and a true appreciation of his rights, it also pledges 
the individual to a sense of responsibility towards the 
community. In preparing the individual for such duties, 
health education becomes a source of civic education and 
social brotherhood. Those who do not know how to respect 
their own lives cannot respect those of others. Health 
education can give human beings an understanding of such 
respect. 

The efficiency and value of health education depends 

on its being an " adapted" education, with methods tailored 
to the needs of local populations. It must fit in with the 
political and social structures as well as with ethnic, 
physchological and economic conditions of each community. 
Habits and customs, even when damaging to health, must 

not be tackled lightheartedly nor without careful forethought. 
Before launching health education projects, studies must be 
undertaken to sound out group reactions. 

One of the essential aims of the International Union for Health 
Education of the Public is to compare methods and techniques 
applied in different countries and to facilitate the exchange 

of information and experience. This aim cannot be reached 
solely through international meetings, for these are limited 
in number. The ” International Journal of Health Education ” 
therefore fills an important gap. Furthermore, at regional, 
national and international levels, there is a definite need for 
a medium through which all those responsibile for health 
education can collaborate and further define the essential 

lines of the doctrine to which members of the Union give 
practical form under leadership of the eminent men who 

have successively directed its progress. 


Professor Jacques PARISOT 
Honorary President of the IUHEP 
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A welcome 
from WHO 


The World Health Organization will celebrate this year the 10th anniversary 
of its foundation. This is a natural occasion to look back upon the 

work accomplished and to evaluate our efforts and goals. What have we 
tried to achieve in these 10 years? Our main efforts have been directed 

at assisting Governments to strengthen their health services through 
appropriate technical assistance and at helping develop an informed 

public opinion among all peoples on matters of health. 

In fact, many of our co-operative activities with governments have been 
inspired by the philosophy of " self help", which finds a practical expression 
in health education of the public. It is fully recognized today 

that no lasting progress in health work can be achieved without 
simultaneously undertaking to educate the populations in health matters. 
The need in this field is so vast, however, that WHO cannot pretend to cope 
alone with the task. Nor can governmental health authorities, which are 
often short of trained technical personnel and adequate financial 

resources. Here the co-operation of non-governmental organizations is not 
only desirable but absolutely essential. There are many fields indeed 
where enlightened voluntary action by the people themselves would help 
solve the health problems we face. 

This is the reason why WHO so warmly welcomed the creation in 1951 of 
the International Union for Health Education of the Public and salutes 

today the launching by this Organization of an " International Journal of 
Health Education". This periodical fills a very real gap and promises to be a 
vital instrument in the development of health education in the world. It will 
bring to health workers and to colleagues in related fields technical and 
practical information which may help them in their common efforts 

against disease and ignorance and the promotion of health. 


daw 


M.G. CANDAU, M.D. 
Director-General of WHO 
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Training 


means 
teacher 


Everyone agrees that without an enlightened public no real progress 

can be achieved in health matters. But who is to educate the public? 

Is this a responsibility of doctors, nurses, and other members of the health 

team? If so does their present training prepare them for this task ? Such 

b were the questions raised by Dr. Burton in the paper which he read at the 
Y opening session of the second European Conference on Health Education 


John organized by WHO at Wiesbaden, German Federal Republic, 27 June - 5 July, 
and which the “ International Journal of Health Education” has the privilege 
Burton to publish. 


Many {countries are questioning the 
suitabilit}§ of the education doctors and 
nurses reggeive for the jobs they now have 
to do. ‘Beis is largely the result of a grow- 
ing apprégiation of the emotional and social 
factors | ‘ etiology, prevention and treat- 
ment, alyd of the positive concept of 
health pjsmotion that has developed. An 
uncomfc#table suspicion is abroad that, 
within thse social and emotional factors, 
the part »layed for good or ill by patients’ 
knowledxe and attitudes towards health 


John B.A., M.R.C.S., D.P.H., 
Medical Director of the Central Council for 
Health Education in Great Britain, claims 
that the first lesson he learnt in health edu- 
cation wes that “ the interest of the learner 
counts most”. Certainly his own interest 


- in health education proves this theory. 


Dr. Burton's international sympathies be- 
gan in the fellowship of a POW camp in 
Magdeburg, Germany, during the war and 
also led further. 


problems may be at least as important as 
the interventions of the health workers. 
It is disturbing because the health services, 
whether curative or preventive, are in most 
countries mainly geared to give assistance 
to persons who are dependent rather than 
co-operate with people in building up the 
necessary knowledge and independence of 
choice which will enable them to make 
their own health decisions more effectively. 
Whether we like it or not, in the vast majori- 
ty of cases it is the patient himself or his 
friends and relations who make the first 
diagnosis. It is the patient and his rela- 
tions who decide whether he will visit a 


He is a Fellow of the Royal Society of* 
Health and of the Society of Public Health 
Educators in the United States, as well as 
Editor of the Health Education Journal 
published by the Central Council. As part 
of the educational approach to medical and 
health work, he advocates the creation of 
methods which involve participation and for 
in-service training, he suggests small two- 
three day courses held locally on local 
problems, a realistic view from a man who 
admits with a smile that his hobby is Life. 


| 
&§ the WHO© Expert Advisory Panel on Health 
Educatiox—whose Expert Committee he 
chaired ij; 1953—and has served on various 
| WHO phksiects in Africa and Europe. 
| 
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medical practitioner or a ‘ quack’ and, 
also, whether he goes early or late. It is 
the patient, his relatives and employers 
who decide whether the treatment or 
preventive measures fit in with his other 
aims and obligations in life. 


What evidence do we have? 


Medical opinion as reflected in WHO 
Expert Committees and professional jour- 
nals now appears to support the general 
thesis that doctors and nurses should be 
concerned with health education, and that 
there is a place for the specialist health 
educator. Judging by current practice 
however, medical opinion in Europe does 
not yet attach sufficient importance to 
health education to feel that it warrants 
any special training. 

What then is the evidence for recom- 
mending that doctors and nurses should 
develop their teaching role, and that there 
is room for specialized training in health 
education ? Unfortunately it is limited 
owing to the previous lack of scientific 
interest in this aspect of professional 
work, and the difficulty of sorting out the 
educational elements in the health services. 

However, several studies now in pro- 
gress seem to indicate that general educa- 
tion has an important non-specific effect 


on the health status of population groups. 
The view has been well developed by Koos 
In his concluding remarks on “ The Health 
of Regionville ”,! in which carefully sifted 
evidence from several surveys is collected, 
Koos observes: “* The level of education 
is important in determining what the 
patient expects of treatment. Since edu- 
cation more or less replaces dependence 
on folk tales with dependence on know- 
ledge, the educated individual is better 
able to view realistically the course and 
outcome of treatment Perception 
results from the communication given by 
formal education.” 

In fact, this study would suggest that, 
economic factors aside, the health services 
are more accessible physically and psycho- 
logically, to the better educated. 

Some evidence from. specific health edu- 
cation programmes is quoted : 


+++ in maternal and child welfare 


Analysing the effect of specific health edu- 
cation on infant mortality among families 
attending the Pholela Health Centre in 
South Africa, Kark * reports that a com- 
parison was made between two comparable 
groups receiving full clinical and preventive 
services from a polyclinic, the one with 
health education (* Old” families), the 
other without (“ New ” families). 


Totals of Infant Mortality Rates for the Years 1942-1946 


Infant mortality (expressed as a percentage 
of live births) 
Difference between “ Old ” and “ New ” 
S.E. of Difference 
Difference 


S.E. of Difference 


“Since 1940 all families considered in 
this analysis have had free access to all 
facilities of the service which have gradu- 


New ” Families ” “ Old” Families 


24.20 (S.E. 2.70 
= 12.95% 
= 2.94% 


= 440% 


11.25 (S.E. 1.17) 


ally been developed at the centre itself. 
After incorporation in the family service 
they (“ Old” families) have continued 


€ 
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using these facilities but a change has taken 
place in their own home. This is due to 
the health education programme carried 
out by the health assistants. By this 
programme the emphasis of the service 
is modified from what is done for patients 
to what the family or community does for 
itself.” 


In amplification of this, Kark makes 
the following observations. “ While the 
health ed\:cation programme is presented 
in simpk: form it requires considerable 
skill and }gatience, and to this end specially 
trained K¥alth assistants are directed by 
Medical ¢34icers in charge of Health Centre 
practice. 


Thougt: few would deny its importance 
in materi:al and child welfare, does health 


education have a similar significance in_ 


other asnects of health and sickness ? 


-..in the hospital admission rate of 
children 


In a report to the Lancet,*? Charlotte 
Naish, a general practitioner in England 
reports on the use of the hospital admission 
rate for children as an index of parental 
health education. She found that after 
setting up a patients’ club for fathers, 
and one for mothers, the rate of admission 
to hospital of children under 11 years went 
progressively down in five years from 
2.6% to 0.4%. Talks and discussions 
covered such subjects as infant care, 
juvenile delinquency, the early signs of 
illness, when to send for a doctor, how 
to nurse a sick child at home, how to 
prepare <{child for admission to hospital, 
the functgon of child guidance clinics, and 
much els» designed to improve the rela- 
tionship ‘»etween doctor and mother and 
child. se fathers got a better view of 
the moth rs’ difficulties, and of the pleasure 
to be derived from giving help in the home. 


...in after-care of diabetics 


An after-care programme of education 
for diabetics discharged from Cardiff 
hospitals has been operated since 1944 by 
health visitors. This was done * * because 
it was found that diabetic patients who 
had received successful treatment in hos- 
pital were unable to maintain it at home, 
and were not infrequently readmitted 
because their diabetic education had been 
inadequate.” Teaching covers urine test- 
ing, diet and cookery, injection technique, 
care of the feet and general discussion of 
the diabetic’s problems. The result has 
been a dramatic reduction of return cases 
of coma and ganzrene, and in the need 
for attendance at hospital out-patient 
departments. 

In conclusion Miss Davies remarks * 
“ that this work brings increased happiness 
to the patient, his home and his family. 
It lessens their financial and other worries, 
helps industry by reducing absenteeism 
and saves hospital beds for urgent cases.” 


...in factories 


Bogolepova writing in the Health 
Education Journal (Vol. 14, No 2, May 
1956) describes the work of S.B. Tokar 
who carried out an interesting evaluation 
of the health education content of induc- 
tion courses for apprentices in Russian 
factories, and described the changes in 
behaviour resulting from different meth- 
ods used. Similar interesting work was ~ 
carried out by Zabolotskaya on gastric 
ulcer patients with regard to their regime, 
which resulted in clinical improvements. 


...in mass radiography and immunization 


In the same way the acceptance of mass 
radiography and diphtheria immuniza- 
tion has been shown to depend on the 
size and care in preparation of the health 
education programme °. 


| 
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I have stressed the question of evidence 
because the introduction of health educa- 
tion into the undergraduate and post- 
graduate training of doctors and nurses 
will cause a disturbance and call for much 
creative thinking. Both the student and 
the teacher must be satisfied that it is 
worthwhile and will increase professional 
ability. 

Since the evidence is still scanty and is 
never likely to be very exact, the practice 
of health education will, like the rest of 
medicine, remain as much an art as a 
science, dependent on subjective as well 
as objective assessments. 

The reader may wish to make his own 
subjective assessment of the significance 
of health education for the major causes 
of sickness and death in Europe. How 
much does the level of knowledge and the 
attitude of the individual at risk affect 
the prevention or treatment of asthma, 
heart disease, dental caries, bronchitis, 
gastritis, diarrhoea and enteritis, rheu- 
matism, accidents, neuroses, influenza, 
common cold, cancer, tuberculosis? The 
same question may be applied to the major 
causes of sickness absence in industry : 
falls, burns, contusions, colds, foot trou- 
bles, sepsis, neuroses, fractures, dermatitis, 
gastro enteritis, cuts, eye injuries, bron- 
chitis, rheumatism. 

If we have even partly answered the 
question “Why should doctors, nurses 
and other health workers be trained in 
health education?”, we can go on to 
propose the main questions we have come 
to Wiesbaden to discuss. “For what 
should health workers be trained?” 
“In what should such training consist? ” 
“ How can such training be carried out? ” 


Diagnosis before treatment 

Broadly speaking the aim is to equip 
all health workers to “diagnose” and 
“treat” the educational “ condition” of 


the individual or group they serve. This 
is by no means a purely technical training 
problem and it would be wrong to overlook 
the question of the student’s personality. 
Personality factors count for much in 
health education, and the training itself 
should have as one of its main purposes 
the development of a general culture and 
a mature personality capable of tolerating 
uncertainty. This implies that while 
students must be conversant with a body 
of health knowledge, they should be able 
to admit and accept its limitations. They 
must be skiiful in effective methods of 
communication and acquire an attitude 
of mind based on insight, that will enable 
them to respect and understand people’s 
ideas and behaviour, however irrational 
it may appear. 

How far does existing medical and 
nursing training meet these requirements? 
There will clearly be considerable varia- 
tion from country to country and school 
to school. The body of knowledge envi- 
saged would require a thorough study of 
normal human development both phy- 
siological, psychological and behavioural, 
from infancy to adolescence, from ado- 
lescence to old age, and of the factors 
involved in maintaining health in families, 
working groups and schools. If we 
believe that human beings are the most 
important elements in the environment 
of other human beings, the study of the 
relationships of people to one another 
must needs be a major part of any such 
syllabus. This should give particular 
attention to the doctor/nurse/patient rela- 
tionship. 

An understanding of physical environ- 
ment, economic state, social custom and 
belief in relation to health and of the 
influences which various members of the 
family have on health decisions is highly 
relevant. Training in these latter factors 
gives the necessary background for a 
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proper understanding of the patient’s or 
community’s frame of mind. 

The second issue is communication. 
Much of a doctor’s and nurse’s time is 
spent talking to people. This may take 
place in private interviews with patients, 
relatives or community leaders, in group 
or family discussions, and in talks or 
lectures. .. Such meetings are sometimes 
diagnostir sometimes therapeutic in cha- 
racter ar usually educative. In all cases 
they nee(: to be a two-way process from 
which doj3tor (or nurse) and patient should 
both eme:.ge the wiser. Ability to commu- 
nicate is iserhaps the most important skill 
that a do:tor or nurse can acquire, though 
they are iat present left largely to chance 
and the light of nature. 

It is disturbing to find that, in a recent 
inventory: of general practitioners’ inte- 
rests ® compiled by the College of General 
Practitioners in England “ Education of 
the patigat * scored badly. Part of the 
explanatisn may be semantic, but much 
is certairdy the result of its neglect in 
medical ucation. 

In revj¢wing a group of articles in the 
University of Leeds Medical Journal, 
the Langs (11 May 1957) remarks : “ To 


igats) which should be taught to 
every mis ical student as assiduously as 
the exanéaation of the chest. But because 
the your's doctor has received no such 
educatio/ he is oppressed by the fear 
that under the anxious scrutiny of relatives 
he will make a fool of himself.” 

Professor MacCalman (ibid) observes 
“This more than doubles our task, but 
without it all our efforts to help the patient 
may be in vain.” 

Making the educational “ diagnosis ” 
on which successful health education 
“treatment” can be based is a highly 
skilled job for which aptitude and training 


are necessary. Perhaps the element most 
frequently overlooked in education is 
that diagnosis must come before treat- 
ment. Peoples’ beliefs about a disease 
like tuberculosis are often conditioned by 
the knowledge of 30 to 100 years ago, 
coupled with an emotional overlay and 
social attitudes of the same vintage. 
Taking such popular stories of the last 
century as La Bohéme or La Dame aux 
Cameélias, we find that consumption was 
a recognized literary convention for dispos- 
ing of a character, which the reader would 
understand as inevitable. In contempo- 
rary interviews with patients, the reac- 
tions of many sufferers have still been 
largely determined by the attitudes of 
antiquity 7. Surveys of random samples 
of the adult population in London & 
and of schoolchildren in Manchester 
have also shown that not only are many 
wrong beliefs still held, but that certain 
of these beliefs could be lethal to the 
holder. If a patient holds firmly to the 
view, as 20-30 per cent. of the population 
in the above surveys do, that tuberculosis 
is hereditary but not infectious, it is vital 
for the doctor or nurse to find this out 
and to “treat” the patient and his rela- 
tives with effective health education. 
There is now a considerable body of 
knowledge on the learning process, and 
on the techniques of conveying information 
or teaching a skill which would be of the 
utmost value to health workers in their 
jobs and to students as an aid to their own 
studies. From this latter point of view, 
the teaching methods used in professional 
education will condition the students’ 
attitude to his own methods of health 
education later on. Professional teaching 
methods should therefore include those 
which are also commonly used in health 
education, such as case conferences, tuto- 
rial and free group discussions, projects, 
practice in a variety of interview techniques, 


is a subtle and exacting 

: art (far jaore complicated than interview- 
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panel discussions and dramatized health 
incidents, etc. As a foundation to his 
studies, his own assumptions and the 
influence they have on his capacity to 
observe and communicate can faciitate 
his learning significantly, as Johnson 
has pointed out, and give him insight into 
the way in which patients’ assumptions 
may influence their behaviour. Many 
other techniques of communication would 
merit study, such as the creation of 
patients’ clubs similar to those run by 
several general practices and _ health 
departments, at which discussions are 
held. Ability to produce well-designed 
and written material for conveying instruc- 
tions and simple audio-visual aids such 
as tape recording and flannelgraphs, may 
provide important stimulation to the 
doctor or nurse in their role as teachers. 
Such basic training in health and education 
should indirectly establish at the earliest 
possible stage in the student’s education 
an affection for people and an interest 
in them as whole human beings living 
in a complex environment for whom 
disease is only an incident. Would it 
then be too outrageous to suggest that 
for contemporary medicine, human bio- 
logy, the social sciences and health educa- 
tion have perhaps a greater claim to be 
called basic sciences than botany, physics, 
and chemistry ? 


Advanced training 


For the physician and nurse who wish 
to take up public health, an early grounding 
of this kind will be invaluable. Their 
postgraduate training will have to include 
a deeper study of community behaviour 
and educational work with the public. 
For them, the starting point is more 
likely to be the group and the problems 
facing communities. The educational 
methods of enquiry, teaching and co- 
operative working should be developed 


with concern for group attitudes, motiva- 
tions and changes. Here, social anthro- 
pology, economics and social medicine 
must help. On the technical side, the 
methods of education advocated above 
for student nurses and physicians are 
equally applicable to advanced training 
but should be extended to include the 
intimate and personal methods of work- 
ing with the community, of contacting 
its leading members, of gaining co- 
operation from existing organized sec- 
tions of the community and of integrating 
the diverse activities of professional col- 
leagues. Impersonal methods of mass 
communication through newspapers, films, 
leaflets, posters, radio and television, must 
also be understood as it is likely to be the 
job of the public health doctor or nurse 
to test and direct their use. 

We have assumed that the foregoing 
training will take place within existing 
universities or medical and nursing schools 
and that it will require the co-operation 
of many different faculties—education, 
sociology, anthropology, psychology, eco- 
nomics, art, journalism, etc. Though 
this may make for certain administrative 
difficulties, it will undoubtedly benefit the 
students by widening their general culture. 
If medical and nursing students and those 
of other faculties actually study together, 
it should be of lasting benefit as an intro- 
duction to team work. 


Extra mural training 


This may take various forms, which, 
however, resolve themselves into two main 
groups according to intention. For 
convenience they may be classified as : 


(1) in-service training courses, and 
(2) refresher courses. 
The training of existing health service 


personnel outside recognized training 
establishments is of especial interest. 
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Here theze are certain principles worth 
discussing. People who hold jobs are 
likely to have immediate and practical 
reasons for taking a particular study 
course. Moreover, they stand in definite 
working and social relations with collea- 
gues which become of prime importance 
in arranging a programme. 

All grades of staff from top to bottom 
should be included, if possible simulta- 
neously. Those in executive and admi- 
nistrative positions need to be fully 
conversant with the capabilities and expec- 
tations of the field worker. Though there 
is often apprehension over mixing doc- 
tors, nurses, administrators and even 
auxiliaries in the same course, with proper 
planning it can work satisfactorily. 
It this is’ not done it is common to find 
that whife excellently trained, enthusiastic 
and skifiil students are produced, they 
face —— owing to the lack of under- 
standing}jon the part of their superiors, 
and no }fnefit results. 

Anot 1 r important principle is that the 
ona should really feel the matter 
studied j:oncerns them directly in their 
professi¢al work. Study should start 
from practical problems within their 
experienie and any theoretical considera- 
tions should arise from these. Any 
action discussed must be action they as 
individuals or members of a team could 
take. 

The course should be designed to pro- 
vide for student participation in all 
aspects of the matters studied, whether 
through | theoretical discussion or by 
practical work. : 

Attention must be paid to the personal 
and staius relationships between the 
individuals involved—the students, mem- 
bers of the staff and authorities sponsoring 
the course. These factors may act in a 
positive way by stimulating intellectual 
activity ~nd at the same time building up 


a team feeling. On the other hand, if care 
is not taken, they may have a negative 
effect producing isolationism, insecurity 
and apathy. These will greatly affect the 
value of any learning. 


(1) In-Service Training Courses 


For these reasons in-service training 
courses are of great value. They may be 
held occasionally lasting two or three 
days or regularly during working hours 
for people in local service units. They 
can be organized by the unit itself or 
by outside bodies. If well prepared they 
can in practice excellently fulfil the four 
principles already outlined. 

The fact that everyone knows each other 
saves much time in introduction, but has 
the one danger that assumptions may too 
easily be made as to the value of certain 
individuals’ contributions. Some will be 
traditionally undervalued and others ac- 
cepted without question. The problems 
taken up during the course and the tech- 
niques employed can form the basis for 
a study of programme planning and evalua- 
tion. Here the case conference technique 
can be fruitfully applied. Different mem- 
bers of the health team can present aspects 
of the case and with equally qualified 
colleagues appraise the situation and 
seek a solution. In choosing the case for 
study, an actual topical incident requiring 
solution should be selected because this 
will harness one of the health workers’ 
strongest incentives to learning—the desire 
to help the actual people for whom they 
work. Evaluation can be realistically 
planned on a long term basis. From such 
a study general principles will emerge. 

Being held within a department these 
courses} provide for the presence of all 
ranks. If necessary those of senior status 
can act as chairmen or resource people. 

Because most participants in the course 
are local there is no difficulty in consulting 


together and arranging to discuss topical 
matters of interest to the majority. Par- 
ticipation can be ensured by asking stu- 
dents to prepare short papers, lead dis- 
cussions, demonstrate techniques or act 
as rapporteurs or members of a panel. 
Lastly, the decisions taken can be imple- 
mented and the full support of the group 
mustered behind each of its members. 


(2) Refresher Courses 


The refresher course or seminar is 
essentially an occasion for bringing tech- 
nical information up to date, and sowing 
the seeds of new ideas for people who 
are responsible for their own work and 
already concerned with, and experienced 
in a particular job. In health education 
it can be an occasion when a remarkable 
variety of professional people in the health 
and welfare services get together to discuss 
their work with colleagues, and from this 
point of view it is usually necessary for it 
to be held at some central location where 
the necessary highly qualified tutorial 
staff and equipment can be easily assembled. 
The problems dealt with are usually 
general and are not applied to any parti- 
cular situation. Much time is provided 
for formal and informal discussion. 

Though the social problems in such 
meetings are quite as important as in 
in-service training courses, they are differ- 
ent. The participants may be strangers 
to each other and are away from home. 
The organizers should therefore exert 
themselves to facilitate social intercourse, 
because much of the value of such meetings 
is the personal exchange of views outside 
working sessions. For these social reasons 
numbers should be limited to not more 
than ten people per conference day. 

The content should focus on new ideas 
and information and should cover any 
recent research in the field chosen. As 
the aim is purely to stimulate the partici- 


pants intellectually, no decisions need be 
taken, and widely ranging discussions 
should be encouraged that will broaden 
mental perspective and imagination. Op- 
portunity can be provided for participants 
to demonstrate their methods and be 
criticized by their colleagues. New mate- 
rials should be on exhibition from home 
and abroad. 

General cultural activities such as visits, 
concerts, films and lectures on unrelated 
subjects by people outside the immediate 
circle of professional interests are of value 
in providing perspective, and in relieving 
the tensions and frustrations inevitably 
generated when people are gathered 
together in a group. 


Organization 


Difficulty may be found at the outset 
in obtaining suitable staff to carry out 
such training. This may be overcome by 
setting up a central trainiig organization 
with a mobile staff of consultants. Its 
functions would be to stimulate interest in 
training and to be available to consult 
with local authorities on ways and means 
of implementing their own training pro- 
grammes. They should be prepared to 
help with the organization and to take 
part in the courses as lecturers or tutors. 
Reticence over health education training 
is frequently due to a sense of inadequacy 
on the part of medical officers in face of 
concepts and techniques with which they 
are unfamiliar, but even so, the central 
organization should not seek to do the 
work for them. 

Until permanent posts are established 
the central training establishment might 
also be made available to universities. 
There would be occasions, too, when the 
central training establishment would run 
its own meetings of various kinds. An- 
other of its functions would be to find 
and employ doctors, nurses and other 
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health workers holding important posi- 
tions, who by their natural inclination 
and through participating in training 
courses would become interested and 
active in promoting health education in 
their own fields. 


Regular training sessions should be 


arranged for such an organization cr for 
any organization employing professional 
technicai officers. This could be done by 
means of regular weekly or fortnightly 
staff meetings devoted to matters such 
as evaluation of work done, case studies, 
the design of future programmes or the 
presentation by members of new work. 


Conclusion 


As an integral part of health services 
health education is still young, and much 
has yet to be learnt by trial and error. The 
highest professional standards must be 
set if work in this field is to be effective 
and attractive to the people it aims to 


help. These standards are more necessary 
in health education than in any other 
branch of health work because false 
notions, foolish behaviour and bad impres- 
sions do not die with the patient, but 
may persist to the third and fourth genera- 
tion. 

At present there is a fund of goodwill 
towards health education and much lip 
service is paid to it, but the financial 
provision for training and research is still 
homoeopathic. As in other branches of 
medicine and public health, progress 
depends on the resources which the com- 
munity is prepared to make available. In 
health education the most important of 
these resources is people, but in nursing 
and in medicine there are many counter 
attractions for those of the quality, inte- 
grity and imagination required. The 
selection and training of the right people 
must therefore be looked on as a serious 
and profitable investment in the future. 
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Ik you wish to control mosquitoes you must learn to think like mosquitoes. 


Benjamin Paul, in Health, Culture and Community 
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Training 


Japan’s answer 
to 


health education training 


How long does it take a health 
worker to become familiar with 
the multiple aspects of health edu- 
cation principles and methods? 
After seven years of experimenting 
in this field Japan has embarked on a 
new training scheme. 


by Tadao Miyasaka 


The 14th health education course held 
at Tokyo, 16 April-5 July last, marked 
a turning point in Japan’s training pro- 
gramme for health education workers. 
When we embarked on health education’on 
a national scale in 1950, a bi-annual, 
eight week course was first established, 
attended till this year by a total of 430 stu- 


Straight after finishing medical school 
at Tokyo University, in 1947, Dr. Tadao 
Miyasaka, decided to take up health educa- 
tion. It was a decision he has never re- 
gretted. Member of the WHO Expert 
Advisory Panel on Health Education of the 
Public since 1956, he is today Health 
Education Specialist, Department of Public 
Health Administration, at the Institute of 
Public Health, in charge of training in 
health education his nation’s health per- 
sonnel. 


Post-graduate studies in the USA, in- 
cluding a M.P.H. degree at the Harvard 
School of Public Health, after his appoint- 
ment in 1951 as chief of the health educa- 


dents. This two-month course did not, 
however, give us full satisfaction or enable 
a sufficiently extensive curriculum. 

Therefore, to offer students the oppor- 
tunity of gaining a deeper and more tho- 
rough insight of the varied aspects of 
health education, the Public Health 
Institute, in agreement with the Ministry 
of Health and Welfare, revised its policy 
at the beginning of 1957. The 14th course 
was the first of a new series to be held 
once annually—but whose duration will be 
of three months. With the same policy 
of more thorough and widened training 
in mind a combined one-year “ Health 
Guidance Course ” has also been launched 
by the Institute. Further details of this 
latter development will be given in a 
coming issue of the Journal. 


tion unit in Japan, and attendance at a 
FAO and WHO sponsored seminar on 
health education and nutrition in the Phi- 
lippines, have prepared him well for viewing 
health education internationally as well as 
nationally. 

Off duty hours, Dr. Miyasaka is a lover 
of classical music, and admits a_ strong 
preference for Beethoven and Mozart. Not 
only his powers of persuasion but his 
knowledge of Judo make him a man not 
to cross on this or other subjects! 
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The objective of the new three-month 
course a¢ of its predecessors is to train as 
health ¢fucation personnel people who 
are alreay employed by the 46 prefectural 
health a of Japan and working 
either atithe departments or at the nation’s 
783 hegith centres. Of the eighteen 
students!‘'who attended the 14th course 
two we - pharmacists, one a nurse, one 
a ave and the others were non 
technicak but had worked for more than 
five yeas in a health centre. Five of them 
had pref:ious health education experience 
while ofjers had none. 

This {varied background made even 
sharper} problem that occurs in almost 
every chse when preparing a course on 
health qjucation : the difficulty of making 
a choich, of subjects that cover sufficient 
ground ;iind yet remain within the time 
limit available. We tried to give this 
problem; a democratic solution : a survey 
was made, on the principle of consulting 
the “consumer”, of what subjects the 
students desired to study, specially regard- 
ing public health and health administra- 
tion, and all those chosen by the majority 
were included. 

The student who attends the new health 
education course of 378.5 hours, finds 
himself devoting 41 hours to 13 subjects 
concerned with public health knowledge, 
ranging from three hours on epidemiology 
to nine hours on biostatics, three hours 
on maternal and child health and as many 
on the health problems of the aging. 

He also gives 18 hours to the study of 
seven public health administration sub- 
Jects shat include as main topics TB 
contro], environmental sanitation, and 
public inealth nursing. 


The five other areas of study comprise : 


Soci rf sciences : 9 subjects, 102 hours; 


Hea education, methods and tech- 
nijfues : 15 subjects, 91.5 hours; 


Areas related to health education: 
8 subjects, 24 hours; 

Planning health education programmes : 
8 subjects, 24 hours; 


Miscellaneous : 78 hours *. 


We have laid special emphasis on social 
surveys and set aside 72 hours for this 
subject, including tabulation and dis- 
cussion of the results of the survey. The 
section on health education methods and 
techniques includes lectures and discus- 
sions ranging from the classical group- 
work and mass media to the making and 
use of puppets and an introduction to 
community organization, while in areas 
related to health education, public rela- 
tions is given its due 20th century import- 
ance, with industrial health adminis- 
tration and recreation activity. 

Finally, under “ planning-health edu- 
cation programmes” we discuss how 
to integrate education activities in nutri- 
tion, maternal and child health, family 
planning, environmental sanitation, etc., 
as well as some problems concerning rela- 
tions between schools and health centres. 
Field visits to a semirural health centre, 
to a broadcasting station, a sewerage 
plant, a water plant and an antibiotics 
company come under “ Miscellaneous ” 
along with special meetings at which 
each student talks about “ what he will 
do first on returning home”, a final 
guidance discussion that takes nine hours. 

Some might think that there are too 
many subjects, with only limited time 
spent on each and that therefore the total 
training programme may be superficial. 
This is indeed our most difficult problem. 
However, taking into consideration the 
backgrounds of the students, I think 
that all the subjects are needed. We 


*The Journal will be happy to provide 
a complete listing of subjects and study hours 
on application. 


particularly want students to become 
familiar with community organization, to 
acquire a scientific way of thinking as 
well as learn practical educational methods 
and techniques. 

I am assisted in the direction of the 
course by Mr. T. Hosokawa, visual 
information expert, and Mrs. F. Akao, 
assistant. Staff members of every depart- 
ment of the Institute of Public Health 
have also joined in our effort. 

In addition, a great number of experts 


lecturers, discussion leaders or advisors. 
Altogether 61 persons paiticipated in the 
inaugural course’s success. 


As this article goes to press, returns 
will be coming in to Tokyo from ques- 
tionnaires we sent to each student on his 
or her return home. Evaluation of these 
reports on the students’ later reactions 
will provide us with valuable data for 
further improvement of the course and we 
will give a summary of their findings at 


outside the Institute were invited as a future date. 


Yugoslavia inaugurates health education seminars 


“ Health education in rural districts and community organiza- 
tion ” was the theme of Yugoslavia’s first Federal Seminar for health 
education, held at Zagreb 30 August-4 September, under the auspices 
of the Yugoslav Federal Institute for Public Health and WHO. 


Following the inaugural lecture on community organization, 
by Dr. Ruth E. Grout, WHO Consultant, a group from the Institute 
for Health Education in Belgrade gave a symposium on “ How we 
started a community development programme in a village”, an 
account of experience gained in the pioneer demonstration area at the 
village of Pozaranje (a full report of this remarkable realisation 
will be published in a coming issue of the Journal). After this 
introduction and with the stimulation of evening film shows on 
community organization and group work, followed four days of 
group work discussions. 


An idea of the value of these exchanges of personal experiences can 
be gained by mention of the professions represented at the seminar. 
The 51 participants comprised 20 physicians, 3 psychologists, 1 ethno- 
logist, 6 teachers, 1 veterinarian, 1 agricultural expert, 8 sanitarians, 
3 nurses, 7 representatives of voluntary organizations and one 
community leader from the village of Pozaranje. 


In the words of Leo Baric, Director of “ Zastita Zdraflja” of 
Zagreb, summing up the main findings of the Seminar: “ This was 
the first trial. We believe that this seminar will become a regular 
form of teaching health education and preparations are on the way 
for the next, to take place in the coming year. The general feeling 
is that education aspects need to be integrated into all that is now 
being done in the villages so that improvement of hygienic conditions 
develops parallelwise with the raising of the hygienic consciousness 
of the people”. 
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Public health 


th 


by 
Alfred 
Leonar¢™ 
Bravo 


The preplem : lack of information 

It is common knowledge nowadays in 
most pepulations of the world that small- 
pox or malaria are communicable diseases 
which can be avoided either by vaccination 
or by eradication of mosquitoes. But, 
generally speaking, people are not so aware 
of the risks involved in day-to-day indus- 
trial work. Moreover, risks are taken 
as something inherent in certain jobs and 
we have even seen the case of workers who 
consider it a matter of male pride to 


How can we successfully organize health education in industry ? 
challenging question Dr. Bravo gives us two key answers: The industrial 
worker must not be considered as an isolated entity; we must remember 
he is also a member of a family and a part of the community. Labour and 
management must decide by themselves on the planning and implementation 
of the health education programme. 


Health education 
in industry 


To this 


building without a safety belt and industrial 
physicians know of the mask hidden on 
a shelf of a glass factory while the worker 
undergo the most incredible and unneces- 
sary risks during the performance of 
their jobs. We have all seen the window- 
cleaner working on the top floor of a 
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is handling silica powder with his nose 
covered by a useless handkerchief. 

On the other hand, management can 
hardly realize the close ties existing between 
factory safety and industrial output. We 
have heard an industrialist say “ Yes, 
doctor, I know of the lack of safety devices 
in my factory but the prices allowed for 
my products do not give me the money 
to improve the situation” and he has 
glanced at us indulgently when we argued 
that possibly a small investment in some 
safety devices would increase profits in 
the form of a better and bigger output 
and of savings in sickness compensation. 

This lack of information on the part 
of the people concerned, is one of the most 
important drawbacks in launching a pro- 
gramme of occupational health in many 
parts of the world. It is a well-known fact 
that any health programme can only be 
successful when it is based on the intel- 


_ligent co-operation of the people to be 


served by the programme. And this is 
specially true for occupational health pro- 
grammes which depend very much on 
the understanding and support of the 
consumers, that is to say, management 
and labour. 

Fortunately, more and more progres- 
sive management and alert trade-unionists 


Chief of the Social and Occupational Health 
Section of the WHO since November 1953, 
Chilean-born Dr. Alfredo Leonardo Bravo, 
M. D., M.P.H., was quite recently professor 
and student at the same time and at the same 
university. This happened when he formally 
decided early in 1953 to take his public health 
degree and joined the School of Public Health, 
University of Chile. 

Dr. Bravo’s interest in public health dates 
back to when he first specialised in TB. He 
was to become one of the promoters of the 
reform of Chile’s Social Insurance legislation, 
which resulted in the integration of preventive 
and curative health services into the National 
Health Service. He has also represented his 
country at the Fourth and Fifth World Health 
Assemblies and was member of the Executive 
Board of WHO from 1951-53, Vice President 


are becoming aware of the importance of 
improved health amongst industrial work- 
ers. Many industrialists today have 
learned that. good industrial medical 
services, well co-ordinated with safety 
engineering, social services, are a strong 
factor in fostering industrial output by a 
reduction in sickness absenteeism, decreased 
sickness compensation, improved labour 
turnover and increased workers’ happiness 
and efficiency. Trade-unionists also real- 
ize that a healthy individual contributes 
enormously towards improving family 
standards of living, which is in actual fact 
the ultimate goal of the trade unions 
movement. 


The answer : health education 


By a continuous process of health 
education, management and labour can 
and should be brought into the focus of 
activities in order to attain the highest 
possible level of health. Health education 
cannot be imposed upon unaware people. 
We need the active co-operation of the 
groups concerned and past experience has 
shown that health education should be 
a joint concern, planned and promoted 
jointly by representatives of management 
and unions and with the technical advice 
of professional people. 

In launching such a programme we 
ought to bear in mind that industrial 
health education and safety education, 
while important as they are, do not give 
the full answer to the problem. In fact, 
the industrial environment is the place 


of the Executive Board and Chairman of the 
Standing Committee on Administration and 
Finance in 1951-52. His hobbies: public 
health, social and international problems, and 
literature. 

This paper was prepared by Dr. Bravo for the 
XIIth International Congress on Occupational 
Health organized in Helsinki, 10-15 June, by the 
Permanent International Committee on Indus- 
trial Medicine and is published with their kind 
permission. 
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where the industrial employee spends one- 
third of his time, the other two-thirds 
being spent at home or in social activities 
in the community. We cannot overlook 
the fact that the worker is a member of a 
family aad lives in a community where he 
is exposed to all health hazards prevalent 
in that particular area. 

As a matter of fact, it has been demon- 
strated that not less than 90 per cent of 
the worker’s illness is due to diseases other 
than occupational. There is, therefore, 
a need for the integral health education 
of the; worker and so through a slow 
proces} which will take years or even 
generajjons to make everybody health 
conscif*eis, we can gradually influence 
health{zonditions and practice not only 
in thethlace of employment but also in 
the hayne and in the society as a whole. 

In the past there was a great deal of 
reluctace to teach people facts about 
health and disease. This was due to a 
fear that too much detailed information 
might ‘frighten the individual receiving 
the information. In the case of the 
industrial worker, he was expected to 
have inconvenient reactions and even feel 
inclined to leave his job. With the advance 
in safety devices and improved health 
education methods, however, this approach 
does not hold true any longer. It would 
be a great mistake to hide the risks or to 
alter (either minimize or exaggerate) their 
nature. What consumers, management 
and labour best appreciate from the health 
workers is a realistic picture that will resist 
criticism and yet still hold true after 
comparison with actual facts. Knowledge 
and tact are thus the skills needed by the 
health worker to meet the need of health 
education in industrial concerns. 


The scope of health education in industry 


Health education is a method in health 
work which is not intended to provide 


% 


| 


services for the individual but rather to 
help him remove adverse habits from his 
behaviour and adopt by himself a healthy 
attitude towards life. Health education 
is not merely the dissemination of health 
information; its objectives are best achieved 
by personal experience obtained through 
participation in the planning and carrying 
out of programmes. 


That is why in industry the health 
education programme should be planned 
with the help of management and labour 
as well as professional persons. The 
programme should be designed to serve 
both industrialists and trade-unionists by 
establishing a common ground of under- 
standing and aimed at the improvement 
of healthy working conditions and to the 
development of the interest and knowledge 
of the individuals in health problems. 
It should not interfere with actual plant 
operations and should not upset the 
worker’s private life by taking too much 
of his leisure time. 


Another important point to bear in 
mind is that pure health education, 
without the simultaneous provision of 
health care services, though well-inten- 
tioned remains highly theoretical. Health 
education needs the vitality that comes 
from close association with a health care 
programme. 


In many instances, a medical care clinic 
is the spearhead to getting in touch with 
the people and a medical consultation the 
best opportunity to start talking about 
health. Opinion has been expressed in the 
sense that “ as long as insufficient income 
stands as a barrier between hundreds of 
thousands of people and adequate medical 
care, so long will health education fall 
short of its mission. Bad housing, poor 
clothing, and inadequate diet are detriments 
to health which must be dealth with”. 
Otherwise health education may become 


an unrealistic sort of theoretical propa- 
ganda. 

The old discussion of which is better : 
improvement of physical safety facilities 
or development of the awarencs; of indi- 
vidual safety has been apparently settled 
by saying that both are important and 
have a place in an occupational health 
programme. Health education can pro- 
mote both approaches, the former by 
educating management and the latter by 
educating workers in health and safety 
problems. 


Methodology in health education 


To get our health message across to 
industrial employees—usually over-worked 
and sometimes preoccupied by economic 
problems—is not an easy job and definitely 
not the job for one person but the respon- 
sibility ofateam. The physician, the nurse, 
the social worker, the psychologist and the 
health educator should co-operate and 
they all have a role to play. They should 
all be familiar with health education 
methodology and should all be inspired 
by the same aim so as to impart health 
education, taking advantage of every 
possible opportunity. 

One of the major difficulties in health 
education of the public, whether within 
the factory or without, is that the health 
worker tries to persuade the individual to 
do something different from what he is 
used to or from what he likes to do. Very 
often this new behaviour produces less 
satisfaction and sometimes clashes with 
old and cherished habits and beliefs. 

It is obvious that such modification in 
his habits and beliefs provokes a logical 
reaction of resistance in the individual. 
It is only reluctantly that the diabetic 
accepts a reduction in his carbohydrate 
intake or the miner decides to wear a mask. 
In the former case, the man has to sacrifice 
his natural inclination for sweets and in 


the latter has to adopt a device which gives 
him physical discomfort. It is, therefore, 
only logical that in both cases he is not 
inclined to follow the advice of his health 
counsellor, whether doctor, nurse, safety 
engineer, health educator, or others. 

There are methods and approaches that 
help the health worker to establish a two- 
way contact with people. One of these 
approaches, and probably the most effective 
is for the health worker to ascertain what 
are the main interests, problems, and 
incentives of the people which can serve 
as the basis for establishing health education 
activities. The birth of a baby, a serious 
disease to himself or to a member of his 
family, a recent accident in the factory or 
in another similar plant are opportunities 
which the health worker has to watch 
and to use in all their varied possibilities. 
In addition, new interests can also be 
provoked intelligently for instance by 
means of a well-organized health demon- 
stration. 

Once the person or the group have 
become interested, their attention should 
be kept on the health subject by providing 
an interesting and changeable course of 
education. Monotony can be avoided by 
alternating health matters with other 
subjects, and interest is much higher when 
education is given an argument related 
to normal daily life, according to local 
habits. Any local event that stimulates 
the interest of the social group should be 
used for health educational purposes. 
A worker who is actively engaged in other 
work calling strongly on his attention is 
certainly bound to be a poor participant 
in an industrial health education pro- 
gramme. But even in this case, an intelli- 
gent health worker can find out what his 
primary concern is and eventually propose 
a health matter for discussion that in one 
way or another is related to the subject 
of his attention. 
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Healt workers ought to be conscious 
that this is a long and slow process which 
may take years and even generations to 
get intc the minds of a significant pro- 
portion of the population. We are likely 
to be misunderstood and perhaps ignored 
at the beginning. Management may regard 
the health worker as a nice theoretical 
idealist and labour may consider health 
education with some suspicion as the sweet 
cast to swallow a bitter pill prepared by 
the management. Such possible reactions 
should not discourage the health worker. 
They must act as a stimulant to improve 
our methods with tact and understanding. 
We can only get lasting results if we 
succeed first in gaining the confidence and 
support of management and_ labour. 
Moreover, we should pear in mind that 
the process of education--for health or 
otherwise—is not only a one-way flow of 
knowledge from a cultivated to an ignorant 
mind. It is, on the contrary, an active 
process whereby the educator stimulates 
curios‘y and the recipient finds his own 
truth. ;. The hows and wheres have to be 
discovred in a joint effort. 

To sicceed in obtaining the confidence 
of oafcone the health worker has 
to ac¢Naint himself with the technological 
proces; of the plant in addition to attaining 
high kills in health matters. Industrial 
workgs usually know much more than 
expecy:d of their problems. The health 
workd: can easily get their confidence if 
he shtiws a fairly good understanding of 
techniiogical activities and a very good 
knowiedge of matters related to health, 
which are not well known to the industrial 
workev. Answers to their questions should 
be qu.ck, brief and clear. Facts in health 
and disease should not be hidden but 
explained with frankness and without fear. 
Such an attitude will lead to the desired 
goal, e.g. to obtain the confidence of 
management and labour. Management 
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appreciates skills and labour likes frank- 
ness. With these two qualities the health 
worker will be able to reach his required 
position as a link between industrialists 
and workers in matters of health. 


A programme of health and safety edu- 
cation for an industrial community 


After what has been said in the preceding 
pages we feel authorized to change slightly 
the subject of this paper so as to put the 
emphasis on the industrial community 
rather than on industry alone. What we 
want to bring out is that health and safety 
education, if it is to become deeply rooted 
in the habits of the population and actually 
to improve health conditions, needs to 
approach the industrial worker not as an 
isolated entity, but as a member of a family 
and part of a community, in other words in 
his relations and inter-actions with the 
physical, social, economic and emotional 
environment. 

In the following lines, several types of 
health and safety education activities will 
be described. These are not necessarily 
chronological steps in organization, nor 
should the list be considered exhaustive. 
They are approaches which have been 
successful in some places and which may 
be applied when organizing a health edu- 
cation programme for an industrial com- 
munity. 

Teaching health and safety in schools — 
In an industrial community, youngsters 
attending schools are normally sons and 
daughters of industrial workers and likely 
to become themselves the labour force of 
tomorrow. It is, thus, only sensible to 
educate these young people in health and 
safety at an age when they are more 
receptive- to educational methods with a 
view towards the creation of a new gene- 
ration of health and safety-minded workers. 

The objectives of such a programme 
should be to develop in the students (1) 
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a mental attitude towards hygienic habits 
and safety in the working environment, 
and (2) an awareness of the anatomical 
structure and physiological needs of the 
human body. 

Industrial health workers should take 
the initiative if such a programme has 
not been launched and invite school teach- 
ers to spend not more than one to two 
hours a week of the teaching curriculum 
to teaching health and safety. Teaching 
material should be provided and probably 
the health worker himself may have to 
undertake the teaching at the beginning. 
The ultimate goal should be, nevertheless, 
to train the teacher himself to carry on 
and to make health and safety subjects a 
routine in the school curriculum. 

Teaching health and safety in vocational 
and technological schools — Still more 
important than the primary or high schools 
is the contribution that vocational and 
industrial courses can make to the building- 
up of new generations of industrial 
workers conscious of the value of human 
life and aware of the means to protect 
it both in normal civil life and at the place 
of employment. 

The objective here is broader than in 
elementary schools, since students at this 
educational level are going to be the 
industrial engineers of the future. There- 
fore the aim of the programme is to teach 
them methods and organization of indus- 
trial health and safety services in a plant 
and eventually to create specially the post 
of industrial safety engineer or inspector. 
All the plans and procedures which have 
been found most effective in industrial 
safety promotion should be used at this 
level of education. Students are expected 
to personally participate in the organization 
of teams and committees or in the prepa- 
ration of bulletins, meetings, demonstra- 
tions, etc. in the same way as is done in 
a plant. 


Industrial procedures should be so 
organized as to show that efficient produc- 
tion and safety go hand inhand. Students 
with a flair for these problems should be 
made leaders and they might eventually 
receive further training in health and safety 
matters. This would thus provide industry 
with the type of professional (i.e. the 
industrial safety inspector) who can do 
much for health and safety of his fellow 
workers since he, as a worker himself, is 
in the best position to appreciate the risks 
and interpret the wishes of the group. 

Such courses in vocational schools cover 
from accident prevention and first-aid to 
personal hygiene, including nutrition edu- 
cation, use of leisure hours, proper rest and 
sleep, dangers of consumption of alcohol 
and tobacco, as well as prevention of 
communicable and occupational diseases. 

Whenever a programme of this kind has 
been launched results have been most 
encouraging. Helping to build up health 
and safety awareness of industrial workers 
appears to be, up to now, the most effective 
way of controlling occupational accidents 
and diseases. 

Health education on the job — But work- 
ers’ education in health and safety does 
not end in the school. Steadiness and 
repetition are well-known conditions of 
education which should also be used by 
the health educator. The process of 
education is continuous and should be 
carried on into the factory. 

The establishment of a health and safety 
committee composed of representatives 
of the management, the unions and the 
health workers is usually a practical first 
step. The objectives of such committee 
are to study the health conditions of the 
environment and to draw up a programme 
of action to improve the understanding of 
health problems amongst plant employees. 
Some health education leaders can be 
quickly selected from amongst those 
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employees showing interest and knowledge 
or having some previous experience in 
launching programmes of this kind. They 
should je persons held in great prestige 
amongst their fellow workers. The func- 
tions of these leaders should be to hold 
responsjility for the activities of the 
commit}e and eventually establish new 
commitizes in special sections of the plant 
or in ojaer groups of workers in the case 
of smas shops. 

Grou; - discussion is probably one of the 
first activities to be undertaken by the 
commitize. The amount of interest 
amongs workers in such group discus- 
sions {* often surprising. Experience 
shows inat sex matters related to concep- 
tion, farnily planning and pregnancy are 
subjects of highest interest. If such is the 
case, the health worker should not hesitate 
to tackle those subjects with an open 
mind. A good start in such discussions 
may deiermine the further success of the 
whole programme. Any subject is good 
for such group discussions and if the group 
wants to discuss a matter other than health 
and safety, it should be allowed to do so. 
The health worker in this event should be 
alert to introduce health topics into the 
discussion at any opportunity. 

Recognition of the interests of the group 
is very important for the success of the 
discussions. For this reason it is usually 
convenient to get together groups with a 
commen interest in the subject for discus- 
sion. *:xpectant and young mothers are, 
for in.jance, motivated towards the same 
topic, ge.g. pregnancy, delivery and care 
of thepbaby. Expectant mothers can get 
togethfy in mothers’ clubs for knitting or 
sewing$and at the same time discuss with 
the ad&ice of a nurse or midwife problems 
whichieoncern them. Overweight and dia- 


betic }orkers may gather for lunch and 
discus# nutrition problems with the help 
of a tor or a nutritionist if available. 
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These meetings can be arranged not 
only in a well-organized huge and modern 
factory, but also in an industrial community 
where workers might be independent 
small shop-owners who nevertheless usu- 
ally have common problems and live in 
the same district. The public health 
service rather than the industrial medical 
service, which anyway may not exist, has 
in this case a challenge to meet. 

Visual aids, such as posters, leaflets 
which can be taken home, films, slides or 
the simple flannel board, are of great help 
to conduct and attract interest towards 
group discussions. Printed material is 
more useful when it refers to only one 
subject. In that way the suspected tuber- 
culosis patient will take away the tuber- 
culosis pamphlet and read it with great 
interest, or the overweight worker will 
be attracted by the nutrition leaflet. A 
single booklet covering several subjects 
would be more expensive, regarded as too 
heavy reading material by most of the 
workers and individual interest in one 
particular topic would be lost. 

Wall newspapers, a periodical health bul- 
letin, radio and television programmes are 
also means which can be used. This type 
of communication has to be very carefully 
planned to be of real help. One funda- 
mental condition is that, while placing the 
emphasis on health, the form of presen- 
tation should not be only health. As far 
as possible the programme should be given 
an argument and the argument should 
refer to small details of local daily life, 
so that the reader or listener may recognize 
his own habits in the course of the pro- 
gramme. The kind of programme and 
the literature to be used should be selected 
and, if possible, prepared by the workers 
themselves, with the technical advice of 
the health worker concerned. 

A more advanced stage of group teaching 
is the health demonstration. All previous 


procedures can be used and in addition 
a health exhibit can be arranged. The 
subject matter should be of a general 
character and approached from different 
angles, so that the best possible advantage 
may be taken. For instance, the subject 
“ Food ” can be presented from the points 
of view of production, distribution, market 
hygiene, price, cooking, chemical composi- 
tion, importance of protein consumption, 
protective foods, dangerous foods, calories, 
food handling, food preservation, fatty 
foods, food additives, etc. Each aspect of 
the problem should be illustrated by a 
model or a sample, a film or photograph 
in order to give a vivid and dynamic picture 
of the process. Simple comparative statis- 
tical data is also of great assistance, 
especially if the teaching matter is com- 
pared with material of common use and 
wellknown to the audience. 

Safety demonstrations are also of great 
importance. Here again, the subject 
must be of a general character, e.g. “ the 
eyes of the worker ”, and start with some 
anatomical and physiological information, 
insist on the importance of eye-glasses 
to avoid accidents and improve efficiency 
when deficient visual acuity makes glasses 
necessary, analyse eye accidents and their 
prevention, study ophthalmic occupational 
diseases, the importance of protective 
glasses of different kinds for different 
purposes, etc. 

The preparation of the material for 
these health and safety demonstrations will 
take a long time and occupy many workers 
who may find great enjoyment in preparing 
models or collecting samples. The prac- 
tical lessons they will draw from this 
experience will be long-lasting and even- 
tually be transmitted to the next generation. 

A large and elaborate health demonstra- 
tion can form the basis for the celebration 
of a health and safety day or week, which 
has proved to be of enormous attraction to 


people. In such an enterprise all the 
resources available within the community 
should be engaged in an effort to make a 
deep impact on the population. The 
concurrence of the local civil and religious 
authorities should be sought, health 
demonstrations should be alternated with 
sports and social gatherings, all available 
means of communication should be used 
and health and safety should be brought 
into the picture at every opportunity. 


Whilst accepting the importance of 
these group activities, many health edu- 
cators think that the greatest benefit is 
drawn from personal interviews and coun- 
selling. This is especially true in the case 
of expectant mothers who highly appre- 
ciate the personal advice and individual 
consideration given them by the doctor or 
midwife. Time-consuming though it is, 
the health worker cannot neglect this kind 
of personal approach which in many cases 
of a psychological character is the only 
one possible. 


There are, finally, special groups which 
need independent consideration, as in the 
case, for instance, of the migrant or sea- 
sonal worker who may find himself malad- 
justed to the industrial environment and 
who faces the risks of urban life and 
factory work ill-prepared and sometimes 
ill-advised. This is a group with a very 
particular motivation which might well be 
used by the health worker to impart a 
special type of education. 


The key to the success of a health edu- 
cation programme is self-government. The 
active participation of representatives of 
management and unions at all stages of 
planning and operation of the programme 
is not only desirable but indispensable. 
They should provide the ideas and to the 
greatest possible extent actually do things 
themselves. The health worker should 
confine himself to the role of an adviser. 
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Along the preceding lines, we have tried 
to draw up the objectives, methodology 
and organization of a health and safety 
education programme for an industrial 
community. This paper is a summary of 
experiences published by health workers 
from different parts of the world, presented 
in a co-ordinated sequence. A _ biblid- 
graphy follows for the benefit of those 
who may wish to make a deeper study 
of the subject. 


We do not pretend to have described 
all the multiple alternatives of a health 
and safety education programme. Indus- 
trial plants vary enormously from one 
enterprise to another and working condi- 
tions vary extremely in different countries. 
The development of industrial medical 
services is also variable and the availability 
of health personnel is not comparable 
between countries in different areas of the 


world. Therefore only general principles 
can be set up and they have necessarily 
to be adjusted to local conditions of work. 
Most educational programmes have been 
designed to be applied to large factories 
where there is a medical service regularly 
available. Nevertheless, we have to bear 
in mind that a great deal of the industrial 
work is done in small shops by independent 
or semi-independent workers, for whom 
industrial medical services are not normally 
available. It is, in our opinion, the respon- 
sibility of public health services to under- 
take the health education of these workers 
as part of an overall occupational health 
programme. 


Only by a continuous process of edu- 
cation can we expect to improve the health 
and safety of our labour force. The 
results are slow in showing themselves, 
but long-lasting. 
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When he wrote this story, 
the author was not thinking 
of the health worker and 
his problems. Yet, to us, 
this flower appears as a 
symbol... And in the enthu- 
siasm and impatience of 
the potter we recognize our 
own desire to give the very 
best of ourselves, forgetting 
sometimes the real needs 
of those we want to help. 


Once upon a ~ time... 


He was hurrying. Hidden in the crook of his arm lay the strange 
flower he had found by the roadside. A heavy clump of earth clung to its 
roots and rainbow petals crowned its short stem. He had never seen such 
a flower. It must have fallen from the cart of some market gardener. He 
had brushed the dirt off and fascinated by the iridescent colours, had decided 
to take it home. The flower could be, was now his, and instead of an 
ordinary earthenware pot, he would design for its beauty a vase such as 
had never been seen before by mortal flower. He was known as an 
unequalled master potter. His vases and flower pots were admired beyond 
the country’s borders. But this time he would surpass himself. And he 
glanced at the flower, delighted at the surprise in store for her. 


The oven was still warm when he reached home. Gently he set the 
flower down near the window ledge, took off his handsome Sunday jacket, 
and forgetting supper, set to work. 


Late at night the clay was ready. His fingers hurt from kneading 
the slippery mass that slowly hardened. He sat down at his potter’s wheel, 
and soon the vase began to take shape. With the clay, he had mixed 
strange tints, reflecting the unusual hues of his flower. Dawn showed at 
the window. He felt neither hunger nor thirst and was unconscious of 
tiredness. At last when the cock crowed the vase was ready for firing. 
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Now sil was over except for the waiting and he closed his eyes, dreaming 
of th» masterpiece he had created for his flower. Soon he would be able 
to adiaire it in a cup that would enhance the beauty of its multicoloured 
petals. 

The vase was ready. Was it fatigue or impatience that made him 
tremble 2? He neither knew nor cared. Holding his breath he took two 
deliberate strides towards the window. 


The stem had shrivelled. The flower had lost its iridescent hues 
and lay limp on the window sill, like a child’s deflated balloon. It had died 
of thirst. 


And the wisp of smoke rising like a plume from his roof, long 
remained invisible. 


CF. 


b Indonesia’s first health education seminar 


Over 60 participants attended a pioneer, 10-day long seminar 
for health education in Indonesia, 14-24 July last. Held at Bandung 
under the auspices of the Ministry of Health the seminar also received 
the assistance of consultants from WHO and the International 
Cooperation Administration. 


Nurse, midwife and public health inspector participants from all 
the provinces of the Republic and many of the Government sponsored 
training centres for health personnel, met at the session which was 
aimed at orienting health workers in health education and at helping 
them in the solving of problems encountered during their work. 


After mornings devoted to the formal presentation of methods 
and material and to the study of ways and means of integrating 
health education into the government public health programme, 
afternoons gave each delegate the opportunity of voicing individual 
problems during group discussions—a method found particularly 
valuable and instructive. As well the participants shared enthusias- 
tically in the running of the conference itself. 


As a follow-up to this first seminar, which aroused unusually 
high interest, Ministry of Health staff, WHO and ICA consultants 
plan a series of visits to the provinces for field consultations. 
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Those 
were 


the 
days 


“ Nowhere has the need for nurses 
been so great as in the field which may be 
broadly termed that of social welfare. 
Under the form and title of district and 
visiting nursing, a system of activities has 
been developed which makes the nurse 
not only a skilled agency for the relief 
of suffering, but a teacher of sanitary 
science and healthy living and a power for 
the prevention of disease.” 


These words of Miss Adelaide Nutting 
very aptly apply to the progress and success 
of public health nursing in New Zealand. 
These services have developed in stages. 
No one stage has been distinct in itself but 


It is from her personal knowledge that 
Miss Flora Cameron, O.B.E., R.N., writes 
of Maori customs. Her first years as a public 
health nurse were spent at Wanganui and she 
has retained close links with the friends made 
during those days of field work. Indeed she 
represents today the New Zealand Government 
on the Maori Women’s Welfare League. 

The Director of the Division of Nursing, 
Department of Public Health, Wellington, 
Miss Cameron combines these State duties 
with those of Registrar of the Nurses and 
Midwives Board, Registrar of the Occupational 


Public health (ogy 
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In the pioneer days of health 
teaching in Maori communities, the 
public health nurse often had to 
search the homes, the fields, the 
woods to find her patients, hiding 
away from her. Today, in these 
same communities, 97% of the peo- 
ple have accepted polio vaccination. 
How did this happen? Miss Came- 
ron recalls, amidst many humorous 
incidents, the patient work of the 
public health nurse and how, with 
enthusiasm and much _ ingenuity, 
this salesman” of health contri- 
buted to this success. 


by Flora Cameron 


from the development of one has emerged 
the development of the next to meet the 
need existing at the time. 


The first stage was that of district nursing 
established for the purpose of providing 
bedside nursing care in the homes of the 
European and Maori population. In 1909 
the first Maori nurse was sent to help with 
an epidemic of serious illness which had 
broken out in the Maori villages in the far 
north. In one of her letters this nurse said : 
“T went round to all the homes and in 
each one there was a sick person—children 


Therapy Board and Member of the Dieticians 
Board of her country. She is further Chairman 
of the New Zealand FNIF committee and on 
the WHO Expert Panel of Nursing. As well, 
she finds time, but not much, for her hobbies 
of gardening and bowling. 


mostly—uffering from influenza, relapse 
of samgé some with complications of 
scarlet figver. One girl (16 years old) is 
in the ' stages of consumption. Seven 


others dge sleeping in her room. After 
much d¢cussion they moved to another 
house. ¢he next day I walked four miles 
to. anotigr village and saw eight patients. 
One M&ori man came to see me about a 
man wl was spitting up blood. I saw 
him ang came away feeling very depres- 
sed.” Sich were the conditions with which 
the early nurses had to contend. 


The success of this nurse’s work left 
no doubt in the mind of the Government 
that a policy of appointing nurses to work 
in the villages and homes of the Maori 
people was a necessity. These nurses 
experienced great difficulties amongst a 
people who did not understand them nor 
their methods. They were up against age 
old suverstitions and customs and the 
winnin: of the Maori’s respect and love 
took many years; but it was the beginning 
of the second stage, that of combining sick 
nursing with health teaching. To me this 
was ope of the most, if not the most 
important stage in the history of public 
health} nursing in this country, and it is 
that siage I will deal with in this article. 


Hezéth teaching to be effective must be 
simpl¢. It must be at the level of the 
_— s understanding and developed from 
the st <ge at which you find him, not at the 
stage at which you, the educator, think he 
shoulg be. If this can be remembered 
health, teaching is not difficult. 

Thy old Chinese aphorism 

sIf I hear it I forget, 

, If I see it | remember, 

tw I do it I know, 
can b* accepted as a fundamental principle 
in health education practice as the applica- 
tion of these statements form a basis for 
health teaching methods. 
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Some of the problems we experienced 
in those early days with the Maori people 
will be similar to those existing iri many 
countries developing health education 
services today. To get a sick Maori to 
hospital was almost a physical impossi- 
bility. His experience had been that all 
who went to hospital died, so the mere 
mention of hospital would cause him to 
hide sick ones, or if it were himself to 
move to another village hoping you would 
forget about him. You found him and 
eventually got him into hospital, but it 
took time which you had to be prepared 
to spend in order to reach your ebjective. 


The same thing happened when the 
day for the annual typhoid innoculations 
fell due. The school would be practically 
empty when you arrived, and work that 
could have been completed in half a day 
might take you two or three days to 
accomplish. You would have to search 
the homes, the fields, the woods, every 
possible hiding place, until you found them 
all. The story is different today. The 
mother or father on your home visits now 
asks: “ Which day are you coming to 
‘ poke’ the children” ? The absence of 
typhoid fever has shown these people the 
value of preventive measures. 


As the Maori had such a suspicion of 
hospital it was impossible to hospitalize 
an active case of pulmonary tuberculosis 
in the early days. To solve this a hutment 
system was established and the Government 
placed this hut near the home of the 
patient so that he could be nursed close to 
his family. At first, the whole family moved 
into the hut as it was probably a better 
building than the home itself, and it took 
some persuading to get them to move 
out again. 


The process of teaching prevention of 
infection required much patience but was 


eventually accomplished. Suggestions 
made re the use of differently coloured 
crockery and linen to that used by the 
other members of the household became 
an accepted principle: simple measures 
such as the provision of a nightdress or 
old frock split down the back with tapes 
sewn on for fastenings, to be used as a 
gown and kept in the hut for bathing or 
attending the patient were readily adopted; 
a butter box or cheese crate with a prettily 
coloured curtain made a hygienic cupboard 
for the storage of crockery and cutlery; 
a kerosene tin cut in half made a suitable 
sterilizer for the boiling of necessary 
utensils; a baking powder tin lined with 
toilet or newspaper made a satisfactory 
sputum mug. These things were all 
available at no extra cost, and because 
they were so easy to procure it was only 
common sense that they serve for some 
useful purpose. Everything belonging to 
the patient was kept in the hut and the 
family learned, by carrying out these 
simple procedures, their first lessons in 
the prevention of spread of infection. 
Their fear of hospital has been overcome, 
and such a measure as the provision of a 
hut is now only used in very exceptional 
circumstances. 


Pioneer 
days — 

in the 
Philippines 


The picture in relation to childbirth 
was much the same. The person chosen 
to do the delivery was often an old man 
who would travel many miles for the 
confinement. The delivery took place in a 
squatting position with the man applying 
pressure on the abdomen to force the baby 
out. This often resulted in damage to 
the baby or early separation of the pla- 
centa, accompanied by severe haemorrhage. 
Sometimes the placenta was retained and 
the deliverer of the baby was unable to 
do anything about it. A telephone call 
saying “ Nurse come quick—his ‘ house’ 
still there” meant you had to go many 
miles over difficult roads, usually at night, 
and manually remove the placenta to save 
the woman’s life. One’s fame spread far 
and wide after such an occurrence and 
when the subject was discussed with you 
a few days later in a neighbouring village, 
opportunity was taken to give a talk on 
the dangers of such methods of delivery. 
Gradually the Maori mother attended 
established ante natal clinics and came 


into hyspital to have her baby as her 
Europe*n sisters did. 


The opposite to the accepted normal 
happengd in relation to infant feeding. 
Many others would go on feeding their 
infants: +intil they were two or three years 
old. @ur health teaching on_ breast 
feeding was thrown back to us by the 
motherg as they would state “ Nurse, you 
said breast milk was clean, safe and didn’t 
cost anything.” Your sense of humour 
had to be used in these instances. 


An old established custom of giving the 
baby away to some relative as soon as it 
was born added to our difficulties. Often 
the fosthr mother was quite unfit to have 
the care, of a child, and many of the babies 
died through neglect or inadequate feeding. 
The chiid was not given away because the 
mother :did not want it, but because she 
felt sorry the other person did not have 
one. She, the mother, could easily have 
another. It took many years to overcome 
this custom as it was an accepted factor 
of community life that you shared your 
possessions with your neighbour. 


Trad'tions and customs must be res- 
pected ig health education is to be effective. 
The buising of a placenta, so common in 
a maternity hospital, caused a tragedy 
in a Mxori household. It was believed 
the baby would die if the placenta was 
burned.; For years after we succeeded 
in getting our Maori mothers into hospital, 
father took the placenta home and buried 
it in the garden. Today, no questions are 
asked regarding its disposal. Care had 
to be taken not to put one’s treatment bag 
on the table used for meals. It you did 
they would not again eat off that table. 
Dressing from a wound could not be 
burned. They, like the placenta, had to be 
buried. The bed clothes, mattress, blank- 
ets, etc. were buried with the dead person. 
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Many a time I arrived at the ceremony 
just in time to prevent my bed pan from 
being consigned into the grave. 


Religious views prevented the cutting 
of hair. I well remember a tribal war was 
almost caused by a nurse unwittingly 
cutting the hair of a school child of a 
particular tribe because she knew she 
could treat the scalp more effectively if 
the hair was short. 


Burials were often delayed because of 
taboos over certain sites. The wishes of 
both sides of the family had to be con- 
sidered. I have known of seven separate 
graves being dug before the final one was 
chosen in agreement by all. One had to 
stand patiently by until this decision was 
reached. The relief when it was all over 
and you could go home knowing that you 
had gained their respect, because you had 
in turn respected their traditions. 


Some of the Maori medicines were very 
effective. Doctors shuddered when we 
related that dock leaves had been placed 
on massive burned areas. When removed 
there was little scar tissue. Spider webs 
full of dead flies were placed on gaping 
wounds. Bleeding immediately ceased and 
no sutures were afterwards required. 
Boiled flax root was a very effective cure 
for chronic constipation. Many other 
remedies were used in these early days, 
some to very good effect. Modern methods 
which we offered were often scorned at 
first, but we went on teaching them and at 
the same time respecting theirs. Gradually 
ours have been accepted. 


The “ tohunga ” or witch doctor slowly 
lost cast. He had too many failures, his 
methods and his medicine did not cure; 
the nurse assumed importance as the one 
who knew what to do: she did not threaten, 
she did not preach, but she told the truth. 
That is a fundamental which must always 


be present in health teaching—it must be 
the truth. You must know that it is 
true if you are going to teach it. You must 
believe it is true if you are going to put the 
teaching across. 


Health teaching is not difficult if you 
possess enthusiasm about health. It can 
be planned as individual talks on health 
subjects, or it can be incidental teaching 
given in conjunction with a_ personal 
service rendered. To be effective the spo- 
ken word alone is not sufficient. Demon- 
stration material such as flannelgraphs 
built as you tell the story are most effective. 
Every moment and every incident can be 
used as a teaching moment. But the 
teacher herself must be an example of 
health. She must be healthy, happy, 
cheerful, have a sense of humour and 
above all be sincere. 


We have proved that health teaching 
will be accepted if it is done in the right 
way. You cannot force people to accept 
what you think, but you can persuade 
them if you have patience, perseverance 
and persistence. Today in New Zealand 
the Maori accepts the advice of the nurse 
as readily as the European does. When 


B.C.G. and polio vaccination was offered, 
97 % of the Maori people accepted it, which 
readily confirms my statement that if you 
teach health in the right way you get vour 
results. We taught the Maori a lot in 
those early days but we in turn learnt a 
lot from him. We learned to respect each 
other and that we could work in harmony 
together for social betterment. 


The public health nurse through her 
visits to the home, the school, and the 
workshop has played a tremendous part 
in promoting health in the community. 
It is she who often makes the first approach. 
She is veritably the “ salesman ” of health. 
In New Zealand, the brown uniform of the 
public health nurse is an open sesame into 
even the most difficult homes. In the rural 
area her car is watched for eagerly. No 
new phase of public health work has been 
introduced or accepted by the general 
public without hesitation. The public 
health nurse, however, through her work 
has been accepted as the authority on 
health and has over the years built up a 
relationship of confidence between the 
Department she represents and the com- 
munity wherein she works. 


Subscriptions to the International Journal of Health Education 


Per year: $3.00 » £1 + Sw. frs. 12,— or the equivalent in other national currencies. 
Payment can be made in the name of the International Journal of Health Education in 


the following manner: 


1) by check or international postal money order sent to the Editor; 

2) through normal banking channels to the Union de Banques Suisses, Geneva; 

3) by postal money order to the CCP | 6630, Geneva/Switzerland. 

4) through the Post-Office in the following countries: Austria, Belgium, Denmark, 


Finland, France and Algeria, Germany (Federal Republic), Italy, Luxemburg, Mo- 
rocco, The Netherlands, Norway, Portugal, Sweden, Tunisia. 


Persons residing in countries where foreign exchange control exists and where pay- 
ment cannot be made through the Post-Office will be notified of the address to which 
payment can be made in their own country. 


Please use the subscription card enclosed. All correspondence is to be addressed to: 
The Editor, 3, rue Viollier, GENEVA/Switzerland 


| 

| a | 


International achievements 


‘“H.. Wells used to talk about what he 
called 2{World Brain — an organization which 
would :¢ a repository of information, a co-ordi- 
nator cx knowledge, and a source of new insight 
for theyvhole of mankind. WHO is responsible 
for seryices that have very much that kind of 
functio# in the field of health.” 


KOK 


In 1097, some of the main WHO spon- 
sored ‘and assisted activities in health 
educaijon of the public included the follow- 
ing : 

Regiogal Seminars, Conference and Tech- 
nica} Discussions 


Afrigan Seminar. — The first African 
Semirér on Health Education of the 
Publi? was held in Dakar, French West 
Afric:g on 25-30 March 1957, under the 
spons#rship of the WHO Regional Office 
for Africa, in collaboration with the 
Frenc} Government. 

Thé Seminar membership was composed 
of paisicipants from 13 different countries 
and iérritories in Africa, south of the 


Whan she left the United States, to 
assum# the post of WHO Chief of the 
Healti: Education of the Public Section, 
Dr. Helen Martikainen had planned 
to sta® in Geneva for two years. In fact, 
she w ql soon celebrate a decade of work 
at the:world headquarters of WHO, during 
which ‘she went on duty-travels to over 30 
countries and took part in some 20 regional 
and international seminars and conferences. 

Prozably the best known figure in the 
health education world, Helen Martikainen 
has a,rich past of field work experience. 
Following her M.P.H. degree with spe- 
cialization in health education at Yale Uni- 
versity, Helen Martikainen, who has in- 
heriteé from her parents the quiet determi- 
nation: of the Finns, began her career with 
an Asnerican Voluntary TB and Public 


WHO: 


a 


Sahara, and observers from FAO, 
Unesco, the International Union for 
Health Education of the Public, the 
National Committee of Health Education 
of France, and secretariat from the World 
Health Organization. Professional work- 
ers taking part in this Seminar included 
medical officers of health, professors of 
preventive medicine and paediatrics, social 
welfare workers, school health physicians, 
health education specialists, supervisors 
of teacher education, community devel- 
opment officers, specialists in cultural 
anthropology, fundamental education, and 
home economics. 


The major topics discussed at the 
Seminar in Dakar were: (1) the needs 
and resources in health education of the 
public in Africa, (2) the influence of 
social and cultural factors in public 


Health Agency. Her next post was with 
the United States Public Health Service 
which seconded her to local public health 
assignments in North Carolina’ and 
Oklahoma, then as Acting Director of 
health education for the State of North 
Carolina before she became Regional Con- 
sultant for six States in the southern region. 
She modestly gives credit to team-work for 
all she has been able to achieve, both 
nationally and internationally. 

Her hobbies are listed as “ people, music, 
literature, photography, alpine flowers, 
meadows and mountains ”’. 
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by A. Helen Martikainen 


| achievements 


health and health education, (3) practical 
measures for the planning of health 
education of the public for its role in 
public health, (4) training in health edu- 
cation of the public, and (5) education 
methods and media. 


Inter-American Seminar. — An Inter- 
American Seminar on Health Education 
was held in Huampani, Peru, from 30 April- 
28 May under the sponsorship of the 
International Co-operation Administra- 
tion, in co-operation with the participating 
governmental health authorities and the 


- collaboration of the WHO Regional 


Office for the Americas. 


The Seminar participants from 19 coun- 
tries included national directors of health 
education and members of their staffs, 
persons with educational responsibilities 
in programmes or agencies related to 
public health and some leading admin- 
istrators of public health services and 
training programmes. 

The main themes featured at this Semi- 
nar were: (1) the organization and admin- 
istration of a department of health edu- 
cation within the national health services, 
(2) health education as a part of pre- 
service and in-service training for workers 
in public health and related fields, (3) pri- 
orities for health education services in 


public health programmes, (4) profes- 
sional training in health education, 
(5) health education aspects of malaria 
eradication campaigns, and (6) exchange 
of technical information. 


European Conference. — The second 
European Conference on Health Educa- 
tion was held in Wiesbaden, Western 
Germany from 27 June to 5 July under 
the auspices of the WHO Regional Office 
for Europe. 


The main purpose of this Conference 
was to consider the requirements of and 
programmes and facilities needed for the 
preparation of physicians, nurses, and other 
health workers in health education of the 
public. 


The respective professional groups out- 
lined the type of training in health educa- 
tion desirable as an integral part of basic 
medical education, nursing education, and 
in the advanced training for public health. 
Special emphasis was placed on _ the 
importance of teamwork in training, and 
suggestions were made for improving 
the inter-professional co-ordination of 
training facilities and programmes. 


This Conference was attended by par- 
ticipants from 21 countries including 
teachers and administrators in the fields 
of clinical medicine, medical education, 
nursing, public health, administration, 
health education, public health training, 
social psychology and adult education. 
Unesco and the International Union 
for Health Education of the Public had 
sent observers. 


Technical Discussions. — At the Tenth 
Session of the WHO Regional Committee 
Meeting for South East Asia held in 
September, 1957, in Rangoon, Burma, 
the subject of the Technical Discussions 
was “ How can health education of the 
public be more effectively developed in 


South East Asia?”. The various aspects 
of health education services considered 
included the following: objectives and 
scope, planning, organization and budget, 
functions of technical health education 
services at different levels of health admin- 
istration, personnel and training, methods 
and materials, relationship of official 
and voluntary agencies, evaluation and 
appraisal, and studies and demonstra- 
tions. 

In May of 1957, the World Health 
Assembly at its Ninth Session held in 
Geneva, Switzerland, passed a resolution 
proposing that “Health Education of 
the Py:plic ” be the subject for Technical 
Discultions during the Twelfth Session 
of the}World Health Assembly to be con- 
venediin 1959, 


Trainigg in health education 


os igs for the preparation of pro- 
fessior4i and auxiliary health workers 
in the} basic principles, concepts, and 
method's of health education has become 
recogn:zed as a problem of particular 
importance. 

In 1957, WHO continued to assist with 
the health education aspects of post- 
graduate training at the All India Institute 
of Hygiene and Public Health at Calcutta, 
India, provided for physicians, nurses, 
sanitary engineers, nutritionists, admin- 
istrators of maternal and child health 
services and industrial hygiene specialists. 

WHO co-operation was continued with 
the health education aspects of public 
health training offered by the School of 
Public Health of the American University 
of Beirut in Lebanon. Theoretical and 
practical instruction in health education 
principles, methods, and media was 
provided to post-graduate students in 
public -health administration, hospital 
adminisiration, public nursing, environ- 


mental sanitation and to students specia- 
lizing in health education of the public. 


WHO lecturers in health education also 
assisted with instruction in health educa- 
tion offered by institutes of hygiene and 
schools of public health in Turkey, Phi- 
lippines, Mexico, Sweden and the United 
Kingdom. 

One of the most intensive in-service 
training activities in health education was 
the eight-week course held in 1956 in 
Noumea, New Caledonia, under the 
joint auspices of the South Pacific Com- 
mission and the WHO Regional Office 
for the Western Pacific Region. This 
course was attended by approximately 
40 trainees from islands and territories 
in the Pacific region, including assistant 
medical practitioners, nurses, sanitary 
inspectors, and teachers. The course was 
conducted by a teaching staff representing 
fields of public health training and admin- 
istration, environmental sanitation, health 
education, social anthropology, psycho- 
logy, nursing and teacher education. 


Expert Committee meeting 


During 28 October-1 November, WHO 
convened an Expert Committee on Train- 
ing of Health Personnel in Health Educa- 
tion of the Public. This Committee con- 
sisted of seven members representing 
professional fields of medical education, 
health education, public health adminis- 
tration, nursing, and advanced public 
health training. 


Some of the main topics considered by 
this meeting included: the attitudes, 
knowledge and skill the various health 
workers need for their most effective 
educational work with the people; some 
of the principles to be considered in the 
health education preparation of health 
workers in connexion with basic profes- 
sional education, advanced public health 


training, and in-service education; and 
a review of some of the most effective 
methods of teaching health education. 


Advisory services to governments 


As in previous years, WHO co-operated 
with various governmental health author- 
ities, at their request, in helping to estab- 
lish or to reorganize the health education 
services of national health departments 
on a more systematic and planned basis 
with the technical direction of profes- 
sionally qualified health educationists. 

Some of the main functions of technical 
health education services in the central 
administration of national health services, 
are now considered to include activities 
such as the following: (1) co-operation 
with other technical sections and depart- 
ments within the national health service 
to ensure that provision is made for health 
education measures in the planning and 
execution of various technical health pro- 
jects and services which require the active 
participation and co-operation of the 
population, (2) training of professional 
and auxiliary health workers of various 
categories in the principles and methods 
of health education, (3) co-operation with 
educational authorities in the preparation 
of school teachers in health education, 
(4) technical co-ordination of health 
education activities being carried out by 
other governmental agencies and voluntary 
societies and organizations, and (5) assist- 
ance in planning, preparing, and producing 
visual materials needed by health workers 
in their work with the public, and pro- 
viding experimental laboratory services 
to test the visual material before it is 
produced in large quantities. 


Fellowships 


There has been a gradual increase in the 
number of fellowships requested by 


Governments from WHO and from bila- 
teral agencies for post-graduate training 
in public health with specialized studies in 
health education of the public. However, 
there continues to be a very important 
need in most countries of the world for 
a corps of well qualified specialists in 
health education. They are needed partic- 
ularly for full-time professional work 
with national health services, and with 
state or provincial health departments 
where they exist. 


This type of technical leadership on a 
full-time basis is required to assist health 
administrators and other technical depart- 
ments of health services in the systematic 
planning and development of practical 
health education measures of health 
programmes on a national scale. Assist- 
ance with the health education training 
of health workers, school teachers, and 
others has become recognized also as one 
of the principal functions of qualified health 
education specialists. 


Preparation of teachers for health edu- 
cation in schools 


A field in which there is real promise 
for future development is that of co- 
operative planning between official edu- 
cation and health authorities and voluntary 
societies to improve health education in 
schools and for preparation of school 
teachers in health education and for the 
promotion of health of school age children. 


In view of the interest manifested in 
school health education and _ teacher 
training by several countries supported by 
the important emphasis stated at several 
regional seminars, conferences, and expert 
meetings, WHO began to give serious 
attention to this problem in 1955 in collab- 
oration with Unesco. Asa first major step 
they co-operated in preparing a Study 
Guide on Teacher Preparation for Health 


Education in Schools. This Guide was 
published and distributed in December 
1957 to government health and education 
authorities throughout the world. It is 
designed to assist these authorities as 
well as directors of teacher training 
institutions, health workers, classroom 


teachers, school administrators and others 
in carrying out their own local and national 
studies of existing problems, present 
practices and services, and in determining 
future plans for strengthening the prepa- 
ration of teachers for their health edu- 
cation activities in school programmes. 


Don't shake the bottle. 
shake your mother-in-law 


wneb | was young and full of rhymes 
arty all my days were salady, 
Almggst I could enjoy the times 
I &ught some current malady. 
Theg: cheerful, knocked upon my door 
TR: jocular physician, 
onics and with comfort for 
Ms innocent condition. 
Therstiends would fetch me flowers 
ar’? nurses rub my back, 
And* could talk for hours 
Concerning my attack. 
But mow, when vapors dog me, 
Wiiat solace do I find? 
My cronies can’t endure me. 
The doctors scorn to cure me, 
And, though I ail, assure me 
It’s all a state of mind. 


It’s psychosomatic, now, psychosomatic. 
Whatever you suffer is psychosomatic. 
Your liver’s a-quiver? You’re feeling infirm? 
Dispose of the notion you harbor a germ. 
Angina, 

Arthritis, 

Abdominal pain— 
They’re nothing but symptoms of marital 
: [strain 

They're nothing but proof that your love life 
The ego is aching [is minus. 
Instead of the sinus. 
So face up and brace up and stifle that sneeze. 
It’s psychosomatic. And ten dollars, please. 


* Cypyright 1948. The New Yorker Maga- 
zine, inc. 


There was a time that I recall, 
If one grew pale or thinnish, 
The pundits loved to lay it all 
On foods unvitaminish, 
Or else, dogmatic, would maintain 
Infection somewhere acted. 
And when they'd shorn the tonsils twain, 
They pulled the tooth impacted. 
But now that orgies dental 
Have made a modish halt, 
Your ills today are mental 
And likely all your fault. 
Now specialists inform you, 
While knitting of their brows, 
Your pain, though sharp and shooting, 
Is caused, beyond disputing, 
Because you hate commuting 
Or can’t abide your spouse. 


It’s psychosomatic, now, psychosomatic. 
You fell down the stairway? It’s psychoso- 
[matic. 
That sprain of the ankle while waxing the 
[floors— 
You did it on purpose to get out of chores. 
Nephritis, 
Neuritis, 
A case of the ague? 
You’re just giving in to frustrations that plague 
[you. 
You long to be coddled, beloved, acclaimed, 
So you caught the snifffles. 
And aren’t you ashamed! 
And maybe they’re right. But I sob through 
[my wheezes,” 
“ They've taken the fun out of having diseases 


—Phyllis McGinley 


International achievements 


in Africa 


** Every thing has been said, and 
we are more than seven thousand 
years of human thought too late.” 


La Bruyére (1645-1696) 


This thought occurs to anyone about to 
write on health education, a subject which 
has inspired much eloquence and which 
is indeed a field where actions should have 
priority over words. 


Yet even subjects that seem exhausted 
can reveal unsuspected facets. This would 
appear to be the case of health education as 
applied to the populations living in the area 
South of the Sahara. Without going as 
far as Lautréamont, a 19th century French 
writer who maintains that “ nothing has 
been said ’* and that ‘‘ we come too soon ” 
it remains true that many aspects of this 
particular problem require closer examina- 
tion. The Seminar for health education 


A Director of France’s Health Service at the 
Overseas Ministry, Dr. Louis Sanner can claim 
an exceptional career as “ globe-trotting” 
medical expert and surgeon. He early combined 
two loves : medicine and wanderlust, by joining 
the French Naval and Colonial Medical School 
at Bordeaux. His subsequent twenty years of 
medical practice under a tropical sun include 
serving with the Jamot mission on sleeping 
sickness in the Cameroons, followed by the 
French Gabon, China (the Consular Hospital 
at Canton), Madagascar, Martinique, Guade- 


Striding ahead 


The year 1957 marked a milestone 
in the development of health educa- 
tion in Africa: from 25 to 30 March, 
the first health education seminar 
to be held in this part of the world 
took place at Dakar, under the aus- 
pices of the World Health Organi- 
zation. Representatives from 
thirteen countries and territories 
in Africa South of the Sahara partici- 
pated in this international meeting at 
which ‘a small but sure step for- 
ward has been realised ”’. 


by L. Sanner 


South of the Sahara has thus met a distinct 
need. The discussions dealt with a field 
that has yet to be fully explored and we 
will endeavour to outline their scope for 
the reader. (Please also refer to page 32.) 


One of the difficulties faced by organizers 
and participants at conferences which 
concern countries of rapid social evolution 
is the emotional factor : certain expressions 
become highly explosive unless they are 
carefully used. It is not always easy to 
understand why an everyday word can 
sound disparaging or critical. To spare 
susceptibilities, caution and tact joined to 


loupe and New Caledonia, to culminate with 
his nomination as Director General of Public 
Health in French West Africa. 

Dr. Sanner’s profound interest in health 
education derives indirectly from those years of 
“ field work”. An enthusiastic amateur artist 
and sculptor he has taken up copper engraving 
as his latest hobby. 
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a close knowledge of African conditions 
are therefore essential. An atmosphere of 
mutual trust and esteem must be created 
from the very start and every effort must 
be made to promote friendly contacts 
between participants. 


The importance of understanding the 
cultural background 


A delicate and controversial subject 
which should be mentioned concerns the 
differences between the psychic and intel- 
lectual characteristics of Africans and 
Westerners which may render more difficult 
the task of the educator. We know that 
the “rench philosopher Levy Bruhl himself 
renwunced the “primitive mentality ” 
theory he expounded at the end of the 
19tk century, but its traces linger in many 
minis. Most anthropologists admit that 
no }roof exists of fundamental differences 
on the psychic plane between African and 
white. They also recognise however that 
mechanisms of thought are moulded by 
culture and that this must be taken into 
account, along with the fact that Africans 
have special aptitudes peculiar to them. 
Gobineau (*), whose ideas were often 
distorted from their original meaning and 
exploited for political ends, drew attention 

‘to the oustanding African gift for plastic 
expression. Althoughtoday onlya minority 
still believes in the theory of psychic 
differences linked to anatomical differences, 
it remains true that the customs, traditions 
and beliefs comprised by the expression 
“ social and cultural background ” can be 
a source of much misunderstanding. 

There is no doubt that the educator is 
asking for trouble if he does not either call 
on cultural anthropologists for his back- 
ground information or assimilate their 
methods and attitude of mind. 


* Author of an ‘Essay on the Inequality 
of Human Races (1854). 


at 


“,.. the devil loses his rights” 


The Seminar members were also called 
upon to express their views on the following 
issue: can health education play a role 
when standards of living are extremely 
low ? “ Where there is nothing the devil 
loses his rights ”, says a French proverb. 
When water is lacking or can only be 
obtained through exhausting effort it is 
futile to laud the advantages of pure, 
plentiful water and when food rations are 
reduced to a starvation minimum for 
several months of the year, it is sheer 
mockery to vaunt the merits of a well- 
balanced diet. We can therefore conclude 
that health education, must be integrated in 
overall community development schemes 
aiming at raising standards of living. 


In any approach to the African problem 
we come back to this community devel- 
opment principle. Having at last under- 
stood that the main role is not to give 
a lesson of morals, nor to teach ethics, 
but primarily to make known and to 
spread the techniques that assure modern 
man of mastery over his environment, 
we immediately realize that before we 
can achieve any concrete results we must 
first increase resources and consumer 
goods: in one word, wealth. And as 
environmental factors are all interdepen- 
dent, we are led to simultaneous and 
kindred actions in the social and economic 
fields. 


It is interesting to note that this concept 
of community development is akin to 
both the concept of environmental health 
as defined by WHO and to certain forms 
of basic education. The division of scien- 
tific teachings into deeper and more 
narrow grooves goes side by side with a 
simultaneous tendency towards synthesis 
and broad concepts. It cannot be denied 
that Africans, in spite of the obstacles 
placed in their way by Nature, as hostile 


to them as it is to us, have realised an 
equilibrium with their environment and 
established civilisations. In the fragile and 
complex edification of their culture every 
element plays its role and even the slightest 
change threatens the whole of the structure. 


Cause and effect versus occult forces 


But the difficulties faced by those plan- 
ning community development also derive 
from the “intangible”. At the very 


opposite pole of our materialistic concep- 
tion of the world and the connection 
between cause and effect, the animism of 
the African leads him, where we can only 
see physical causes, to accept the inter- 
vention of spiritual forces emanating from 
all matter and known as “mana” to 
anthropologists. This perhaps accounts 
for his reluctance to adhere unreservedly 
to our theories which link cause and effect 
in a sequence that repudiates all occult 
intervention. 
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Why, he asks himself, should I risk 
letting loose hostile forces through reckless 
acts, that my ancestors avoided ? These 
conservative instincts tend to preserve a 
framework that gives everyone a sense of 
wre ind and are stronger than the lure of 
advfnture and the attraction of the 
unknown. The environment—which needs 
changing first—opposes inertia to all 
innwvations. 


The dilemma: start now or wait? 


This resistance to change brings us back 
to the need for education, in the wider 
sense of creating new habits and mental 
outiook—to sum up: new_ behaviour. 
Some think that this can be achieved by a 
basic adult education primarily aimed at 
encouraging communities to cooperate 
towards their own development at cultural, 
social and economic levels. Others, feeling 
that literacy will soon reach a sufficiently 
high standard on their territory, place their 
faith in primary schooling. 

It is obvious that in prosperous regions 
the raising of the standards of living almost 
automatically brings important cultural 
changes in its wake. The introduction of 
new — and new ways of living takes 
plac’) in such instances from inside the 
groups, not through official channels, but 
throjigh the intermediary of those occult 
links that sociologists call “ networks ™. 
This spontaneous spreading of ideas, 


independently of administrative endeav- 
ours, is most effective and provides the 
educator: who is interested in sociology 
with matter for interesting study. 


A small but sure step forward 


In the course of lively debates that 
remained as courteous as they were viva- 
cious, many original and novel ideas were 
exchanged and expounded and I am filled 
with remorse at the thought that this 
article will only convey to the reader a 
pale reflection of the reality. I must 
therefore earnestly refer him to the report 
on this Seminar published by WHO.(*) 

Mutual liking and an obvious wish to 
collaborate were self-evident throughout 
the Seminar. National or regional suscep- 
tibilities were never aroused as delegates 
abstained from any pro domo pleas, always . 
less instructive than the analysis of diffi- 
culties and the searching of means towards 
their solution. 

The amity that reigned between Euro- 
pean and African delegates is a good omen 
for the future of Euro-African collabora- 
tion. A small but sure step forward has 
been realised towards reaching mutual 
understanding between men of good will, 
an aim still distant but close indeed to 
many hearts. 


* Copies can be obtained from the WHO 
Regional Office for Africa, Brazzaville, French 
Equatorial Africa. 


At the WHO African Seminar, a participant raised the question : “ What 


is a felt need? ” 


The Chairman’s reply was the following story: A team of public health 
workers was promoting a malaria control project in the heart of Africa. 
They explained to the villagers that they had come to suppress a great nuisance 


in their lives—the mosquitoes. 


But the little mosquitoes were not a problem for them. Their problem? 
The big elephants who ruined their crops. 


A compromise was found : “ If you help us kill the big elephants, we will 
help you kill the mosquitoes ” was the villagers’ reply. 


Methods & media 


There is as a recognised need for more studies about the effective- 


ness of various methods used in health education. 


Constantly, the 


health worker is faced with the critical problem of deciding which 
method he should use to help people to better health practices. 
Should he give lectures, organize group discussions, show films? 
One answer to this problem is given to us in the following study. 


health 


education methods 


by Betty W. Bond 


Many public health problems through- 
out the world today relate to illness or 
disease in which individuals must become 
motivated to assume responsibility for 
long continuing health practices. Among 
these are chronic diseases which might 
be prevented, or their effects lessened by 
good health procedures. It is not enough 


Betty Bond is the feminine member of a 
most successful American husband and wife 
“ health” team. While he is a public health 
specialist, she is Chief of the Health Educa- 
tion Services at the Minneapolis Health 
Department, Minnesota, a post obtained 
a year after taking her Ph. D. at Minnesota 
University in 1955. Another example that 
health education, interest in people and 
travel go well together, Mrs. Bond says 
firmly “TI feel that we need to understand 
better the people of other countries”. She 


herself has lived in the Philippines and 


to make health knowledge available; the 
individual himself has to accept such 
knowledge and decide to make it part 
of his way of life. 


The study described here was concerned 
with educational methods which might 
result in better long-term motivation in 
regard to health practices. It compared 
the effectiveness of two methods, (1) lec- 
ture and (2) group discussion-decision, 
in a health education program concerned 
with chronic illness. The problem chosen 


Hawaii, and considers her travels to Canada, 
China, Japan, Mexico and Europe as a 
“ hobby ”. 

An active Fellow of the American Public 
Health Association she is also Chairman 
of its Committee on Evaluation of Health 
Education Practices. 
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wat breast cancer in women, mainly 
— criteria of success in that field 


wé;e fairly amenable to objective measure- 
meant. 


*ne major hypothesis was tested in 
this study. The hypothesis was that group 
di‘:ussion-decision methods would result 
in 4 significantly higher level of motivation 
toward the advocated health practices 
then would be attained by providing the 
information through a mass-informa- 
tional method (lectures). Motivation, 
as demonstrated by the establishment of 
these health practices, is thus taken as the 
measure of the value of these procedures 
rather than increased knowledge of the 
disease and its control. 


Research concerned with the dynamics 
of groups and the ways in which group 
membership affects learning, had suggested 
a new and possibly more effective approach 
to health education for adults—namely, 
the use of the group discussion-decision 
method. 


During World War II a group of research 
workers (Lewin, Radke, Klisurich and 
Others) studied changes of attitude as 
sh)wn in the moditication of food habits. 
This research showed that group discus- 
sien, followed by group decision, was more 
eftictive than either lecture or individual 
in — in getting women to adopt 
ceWain food practices. However, the 
st®iies had some serious limitations. The 
saigiple of women was very small, and 
fogow-up measurements were made only 
at!ihe end of two and four weeks, which 
is pardly long enough to measure long- 
teiyn motivation. Moreover, the women 
in the discussion groups had been told 
thet there would be a follow-up, whereas 
these in the lecture or in the individual 
instruction had not been so advised. No 
attempt was made to measure the effect 
of this latter factor. 
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The limitations just noted indicated a 
need for testing the group discussion- 
decision approach with a sample suffi- 
ciently large to provide valid conclusions, 
with more refined procedures and under 
circumstances where the women did not 
expect a follow-up. 


Mass informational methods have been 
widely used in health education. Since 
lectures are one of the more commonly 
used mass informational methods, it 
seemed logical to compare the effective- 
ness of lecture and group discussion-deci- 
sion methods. 


The same information would be given in 
both methods, but would be presented 
in a different manner in the two groups. 
In one group it would be given in the form ° 
of a lecture; in the other it would be 
incorporated in the group discussion. 


The three criteria of success adopted 
for this study were (1) the obtaining of a 
breast examination from the woman’s 
physician to determine the normality 
of her breast tissue, thus providing a 
baseline for her subsequent practice of 
breast self-examination, (2) the practice 
of monthly breast self-examinations and 
(3) the demonstration to the physician or 
his assistant of her technique of breast 
self-examination—this latter to follow 
the teaching of the technique by the phy- 
sician to ensure that the woman was 
able to practice it correctly. 


The measure of success in the program 
was not the extent to which the women 
learned the value of the procedures advo- 
cated but rather the frequency with which 
the women in the two groups reached by 
different educational techniques actually 
adopted these measures in their daily 
life. Thus, motivation rather than inform- 


ation acquired was the measurement! of 
success. 


Conduct of the study 


During the period of preparation, the 
cooperating physicians and their office 
staffs were oriented to the program and 
prepared for the visits of women who 
might be motivated to request these ser- 
vices. This latter was essential, since if 
the women were motivated to seek help, 
the physicians must view the program as 
one which furthered their own aims with 
respect to the health of their patients. 


Meetings were held with the relevant 
committees of the local medical society 
in which the need for education of the 
public in chronic disease, as seen by the 
physician, was explored. As a result of 
these meetings, the program as planned 
was endorsed by the medical society, the 
physicians agreed to keep the necessary 
records and requested classes for instruc- 
tion of their office staffs in the technique 
of breast self-examination. Ten such 
classes were held—with 73 office assist- 
ants in attendance representing 75 phy- 
sicians. 


Matched middle class communities in 
Duluth, Minnesota, were selected for the 
study areas. Meetings were conducted 
by one person, the author, in 42 discussion- 
decision and 33 lecture groups, with only 
one type being held in any one study 
area. One meeting was held with each 
group. 

In the lecture meetings information was 
provided asa lecture followed by a question- 
and-answer period designed to clarify 
the ideas presented. In the discussion 
groups the same information was provided 
during the course of a group discussion, 
which was basically intended to identify 
and remove blocks to the advocated prac- 
tices. If the discussion groups did not 
proceed to a decision regarding the 
suggested practices, the leader (author) 
suggested such a decision. 


In the discussion-decision meetings 
systematic attempts were made to increase 
the freedom of communication in the 
meetings through a non-threatening, 
accepting climate, to provide an oppor- 
tunity for catharsis if needed, to extend 
the areas of reality for group members 
through shared ideas and development 
of agreed meanings for terms, to avoid 
arousing anxiety about cancer without 
the relief of suggested helpful practices 
and finally to avoid making authoritative 
concluding statements which might result 
in closure. 

The groups selected were small pre- 
existing groups, not organized around 
any health subject, with a typical size of 
12 or 13 women. Examples include 
church, sewing, bridge, and garden clubs 
as well as parent-teacher groups and fra- 
ternal organizations or auxiliaries. At the 
original meetings, 933 women were present. 

The women were interviewed twice 
following the meetings; once within 
seven months and then again at thirteen 
months after the meetings. A slight loss 
of cases occurred with a decline to 899 at 
the time of the first interview, and to 
871 at the 13-month interview. The 
number of women for whom complete 
records were obtained (871) was the figure 
used in all statistical analyses. 

In working with the groups selected, 
the same measuring devices were used 
with all groups (discussion-decision and 
lecture). Appropriate forms were used 
(pre-and post-meeting) to determine the 
status of the groups of women relative 
to the practices advocated in the program 
and to secure the identifying and classi- 
fying information necessary to describe 
the sample. 


Comparability of the study groups 


Comparison of the two groups (dis- 
cussion-decision and lecture) as to per- 


sc¢nal characteristics showed them to be 
hamogeneous with respect to the marital 
ss attachment to persons with can- 
cef, group memberships, and leadership 
pasitions held in various organizations. 
H'swever, the discussion-decision group 
cctained a higher percentage of young 
women (under 40 years of age). There 
was also some doubt as to the comparabi- 
lity of their formal schooling. Various 
measures of group cohesiveness failed 
to show any significant differences between 
the two groups. 

The typical woman in the study sample 
was 44 years of age (range 19 to 89 years), 
was married (94 per cent), had completed 
high school. She visited her physician 
about once a year (some had never visited 
a physician). She had at some time had 
a Close personal attachment to one or 
more persons with cancer, usually to some- 
one who had died from it. She belonged 
to two or more community groups, had 
beionged to the present group three or more 
yeais and was acquainted with most of 
the| members. 


Limitations of the study 


ly is not claimed that any differences 
between the discussion-decision and lec- 
ture groups were the direct result of the 
methods used. It is also clearly recognized 
that the author might well function more 
effectively in group discussion than as a 
lecturer and thus have unwittingly in- 
fluenced results toward the former method. 
However, she made every effort to use 
boti; techniques as effectively as she could. 

Syme inconsistency was present in the 
foll€w-up interviews with respect to 
indixation of satisfaction with the meetings. 
In i lecture groups satisfaction tended 
to coupled with the recital (quite 
wititout prompting) of the key points of 
the tecture. In the discussion groups the 
responses tended to be in terms of the 


44 


meaning of the experience (the discussion 
meeting) to the woman and the emotions 
and attitudes as well as the practices 
which resulted from the meeting. 

On the criterion of breast examination 
it was possible to check with the physi- 
cian’s office as to whether the woman had 
obtained a breast examination. Such a 
check was made on a random sample of 
10 per cent of the women reporting such 
an examination. On the criterion of 
breast self-examination, the reports of the 
two groups of women rather than the 
proven practices of breast self-examination 
constituted the basis of comparison. 
With the size of the sample in this study 
it was felt that inaccuracies in reporting 
should be approximately the same in 
both groups. 


Majors findings 


One main hypothesis was considered, 
as previously stated, with three measures 
adopted to test possible differences between 
the discussion-decision and lecture groups 
as to their performance on these criteria. 

1. When a breast examination given 
by the physician is adopted as the crite- 
rion, the discussion-decision group clearly 
outranked the lecture group: thirty-four 
per cent of the women in the discussion- 
decision group had secured such an 
examination by the time of the first 
follow-up, fifty-nine per cent had done 
so by thirteen months. In contrast, only 
twenty-one per cent of the lecture group 
qualified at seven months and thirty-nine 
per cent at thirteen months. 

2. When the establishment of the habit 
of monthly breast self-examination is 
taken as the criterion, the difference 
between the two groups is even more 
notable. At seven months, fifty-one per 
cent of the discussion group reported 
establishment of the habit as compared 
to thirty per cent of the lecture group 


doing so. At 13 months the number who 
were practising breast self-examination 
in the discussion-decision group had 
increased to fifty-eight per cent while, 
during the same period, it had dropped 
to only twenty-seven per cent in the lec- 
ture group. This was probably the most 
important criterion in that it demanded 
continuing effort on the part of the women. 

3. When the woman’s demonstration 
of her breast self-examination technique 
to a physician is taken as the criterion, 
the discussion-decision group ranked con- 
siderably higher than did the lecture 
group. For this group the figures were 
sixteen per cent (preliminary) and thirty- 
six per cent at the later follow-up. In 
the lecture group, the corresponding 
figures were eight per cent and eighteen 
per cent. 

The major hypothesis of this study 
therefore must be accepted since there were 
statistically significant differences, at the 
.001 level, as to the performance of the 
two groups on the three stated criteria of 
success at both the preliminary and the 
thirteen-month follow-up. 


Others findings 


The data were also studied to determine 
possible relationships between certain 
variables (e.g., age, education, acquaint- 
ance with persons with cancer and exposure 
to literature), other than the group methods 
used, and the performance of the women. 
None of these variables sustained a con- 
sistent relationship for both the discussion- 
decision and lecture groups on all three 
of the recommended practices. In gene- 
ral, significant relationships were more fre- 
quent in the lecture group than in the 
discussion-decision group. Two points 
only will be mentioned here. 

The women in the lecture group whose 
only acquaintance with persons with 
cancer was with those who recovered 


ranked more than twice as high in the 
performance of breast self-examination as 
those who had not known someone who 
recovered. Those who had known both 
persons who recovered and persons who 
died from cancer ranked almost as high 
as the first group. 

In the lecture group there was a signi- 
ficant difference between the breast self- 
examination practices of those women 
who discussed cancer control with someone 
and those who did not, with the women 
who discussed the ideas having a much 
higher rate of performance. 


Interpretation and implications 


While some answer was obtained as to 
the effectiveness of the discussion-deci- 
sion method in securing long-term moti- 
vation, no measurement was attempted 
as to the relative importance of its two 
components, namely discussion and deci- 
sion. 

The group discussion-decision approach 
appears to have a two-fold function in 
health education. The first is that of 
attitude-change, resulting from discussion 
in a non-threatening group climate which 
facilitates free communication. In such 
a discussion information can be given 
in a manner which avoids any implication 
that this lack of knowledge is unusual. 
Through shared experiences some fears 
are seen to be common and perhaps 
baseless, or at least less frightening since 
they are no longer unique. Goals relating 
to the solution of the problem under con- 
sideration can be established, difficulties 
or blocks to solution can be identified 
and reduced or removed, and means deter- 
mined for effective attack. The second 
function is that of decision, wherein 
individual decision (commitment to action) 
is made in a group setting. Decision is 
the necessary step between motivation 
and action. 
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The discussion-decision method would 
seem to be particularly applicable in secur- 
ing change and persistence of motivation 
in areas with a high emotional component 
or where cultural patterns may need to 

‘modified if the program is to be success- 

Cancer was such an area. There 
aij many more in which health education 
grams are presently envisaged or which 
<n likely in the future. 


phe method would seem to offer possi- 
bigties, not only for education with 
— to preventive or health preserva- 
tics; measures in chronic disease education, 
bu¥ also in hospital or clinic situations 
wk¢re long-term motivation is needed 
as ja rehabilitation, diabetes or tubercu- 
losis. The hospital or clinic would have 


the initial advantage of having a cluster 


Crusade against 


of people with like problems. The factors 
involved in rehabilitation, whether the 
injury is from chronic illness, accident or 
other cause, usually include the need for 
persistence of motivation. Too often the 
patient under these circumstances is 
deterred from action by feelings of hope- 
lessness, of being alone (unlike others), 
and by a resistance to change and to the 
effort involved if change is to be achieved. 
Even though information is supplied to 
him, he may be unable to assimilate or 
accept it. Perhaps in a group situation, 
with others facing similar problems, he 
may be better able to handle the situation. 


Note. — Dr Bond’s original monograph 
“Group Discussion — Decision is avail- 
able free of charge from the Minnesota 
Department of Health, University campus, 
Minneapolis 14, Minnesota, USA. 


the fifth column 


With 30 per cent of Canadian children not immunised against 
danger of smallpox, diphteria, tetanus and whooping cough, Canada 
has been holding its 15th annual National Immunisation Week, the 


22-28 September. 


Run under the auspices of the Health League 


of Canada in collaboration with the Ministry of Health this crusade 
against the fifth column of disease—as it has been called by Ambassa- 
dor Emile Vaillancourt, League Director for Montreal—included 
this year for the first time an appeal for polio immunisation. 


Churches of all denominations gave prayers and religious services 
dedicated to the campaign, radio stations carried spot announcements, 
newpapers, schools and stores cooperated to spread immunisation 
data throughout local communities. 

In recent years, Canada’s growing awareness of the benefits of 
immunisation spread by such health education campaigns contributed 

; to the reaping of arich reward. For instance in 1944 there were more 


: than 3,000 cases of diphteria. 


In 1956 there were only 135. Whoop- 


' ing cough cases have gone down from 13,000 cases in 1944 to 8,513 


last year. 


of vaccine. 


It has also been officially pointed out that not a single 
child in Canada has contracted polio after receiving all three doses 
Previously the average annual rate for polio reached 480. 


Though health education alone cannot claim the full credit for 
these results it is an undoubted fact that much of the progress made 


can be laid at its door. 


AG 


A house with 


half 
a roof 


‘Do you want us to builda 
house with only half a roof?” 
To those who had drawn the 
poster, the question was most 
astonishing. Yet it only spot- 
lighted a very real problem — 
that of adapting visual aids to 
local customs, beliefs and 
knowledge. 


Posters and charts, in spite of their 
limitations, are a necessary part of the 
visual aids in health education in Kenya. 

It was found very early in our expe- 
rience that the western conception of a 
poster—that is to attract, hold attention, 
and promote action—is inapplicable in 
this country. 

The large majority of posters used in 
technically advanced countries, except 


Alan C. Holmes, CERT.R.S.H., M.S.P.H.1,, 
F.A.L.P.A., D.H.E., is in charge of the 
Health Education Section of Kenya's Medi- 
cal Department since 1953, having originally 
come out as Health Inspector in 1947. 

He says: “I came, I saw and I was con- 
quered by the space and climate, the freedom 
to live and the freedom to get down to a job 
of work.” The tribute carries special weight 
from a man with a variegated past, who 
went to sea at 16 in a tramp steamer and 
sold vacuum cleaners and silk stockings 
among other items, before taking up health 


by Alan Holmes 


when they advertise a new product, are 
reminders of facts and ideas already known, 
coupled with stimulation to action, based 
on choice. In the majority of areas in 
Kenya this principle cannot be applied. 
The medium cannot be used as a reminder 
because the original information is lack- 
ing. For instance, the slogan “ Flies Spread 
Disease—Kill Them All!” would remind 
the viewer in most countries of known 
facts and it might stimulate action. No 
such stimulation is possible in Kenya as 
in the vast majority of cases the basic 
knowledge has not yet been acquired and no 
chance of action is therefore possible. 


work in 1932. These experiences have 
helped him “ sell” health education to every 
type of person. 

His hobbies are listed as: “my job and 
portrait painting ”, the job coming first and 
foremost. 
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Here, such a poster merely provokes 
the blank query “ Why ?” and full expla- 
nation of the underlying facts must be 
given before the message of the poster 
cyn be understood. 

Tyo choices 

et follows, therefore, that the poster 
aes be one of two kinds. It must either 
bc self-explanatory, carrying all the infor- 
nition required to enable the viewer to 
mxke a choice—plus some stimulation to 
adion; or it must be purely an aid used 
intteaching or discussion. This situation 
will change as general education increases 
arid becomes more widespread. 


‘The first approach presents formidable 
difficulties. To try to get all relevant infor- 
mtion on to a poster, even where prac- 
ticable, immediately overcrowds it with 
words and confuses its meaning; such a 
method is better suited to other media. 


Both kinds of poster are in fact produced 
and used by us with varying degrees of 
success, but it is becoming increasingly 
evident that the poster used solely as an 
aid to teaching or discussion is by far of 
the greater value. In this case the issue 
is clear, the wall chart, for such it is, is 
still designed to attract and hold atten- 
tion but the wording is not restricted, nor 
is it verbose in an attempt to tell the whole 
story. It contains, either on the front or 
on the back, only sufficient information 
to stimulate the leader or teacher and to 
the points required. 


{hese conclusions have been reached 
afi very many failures. Posters showing 
figssres in European dress were unaccept- 
ab}: in areas where a blanket or skin is 
warn and vice versa. In fact, in view of 
the; divergence of dress, customs and prob- 
lerss amongst the various tribes, it has 
begome evident that to obtain maximum 
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result, each poster or wall chart must be 
designed as far as possible with purely 
parochial appeal. Some amusing reactions 
have been noticed, specially when attempt- 
ing to pre-test or evaluate ideas. Two 
of these are of special interest. 


When “ good ideas” prove failures ... 

Some time ago it was thought a good 
idea to produce a poster to popularise 
local health assistants. The poster con- 
tained a picture of a health assistant with 
the caption “ This man is your friend ~ and 
a space left underneath to over-print the 
name and address of the local health 
assistant. Though pre-tests of the idea 
were quite satisfactory, the results on 
distribution were utter failures. There was 
no identification whatsoever. Remarks 
were heard such as “ That is not our 
health assistant, ours wears brown stock- 
ings—or has a moustache,... etc.”, and 
once more an apparently good idea proved 
abortive. 


Posters in a series posed another prob- 
lem. The series was called * The civil- 
ized man... does...” though the word 
“ civilized ” is hardly the translation—the 
word means a cross between wise, ad- 
vanced, civilized. ‘The posters were origi- 
nally designed for use in the first category 
as self-explanatory and action stimulating, 
with a positive approach. The first one 
showed a three-room house drawn in 
isometric projection to show the layout 
of the rooms (see illustration) and with 
_the caption “The civilized man_ builds 
himself a house having good light and 
ventilation ”; and on the other a latrine 
similarly drawn and bearing the caption 
“ The civilized man uses a latrine instead 
of the bush”. On pre-test, reactions 
were : “ Do you want us to build a house 
with only half a roof and a latrine with a 
hole in the wall ?”. (continued p.60) 


National achievements 


A people’s initiative 


by In the USSR, health education involves the active participation through- 


Ludmilla 
Bogolepova 


out the country of the various organizations, medical institutions, Red 
Cross Societies, etc., as well as of the people themselves. Their manifold 
projects are directed at the local, regional and Republic level by the health 
authorities. A complex structure allows for the coordination of these efforts, 


aiming at their development on a broad basis through « popular health 


movements ». 


The active participation of the people 
of the USSR in the promotion of health 
finds expression in ever growing “ popular 
movements ”. 

Pioneer work in this field dates back to 
February 1940 when the town of Geokchai, 
in the Azerbaidzhan Republic launched a 
“month of health protection” which 
later developed into a popular movement 
throughout the whole region. 


During the Second World War the 
promotion of health through popular 
movements lapsed into the background, 
to spring to life again with peace, mainly 
in Azerbaidzhan’s collective farms. Led 


“1 am deeply convinced,” says Professor 
Ludmilla Bogolepova, of the USSR Central 
Institute for Scientific Research in Health 
Education. 

“ That the development of health educa- 
tion with the participation of the popula- 
tion must have a scientific basis.” 

She claims that her knowledge of general 
medecine, combined with her practical 
experience of teaching, “of which I am 
very fond”, have been her greatest assets 
in carrying out her present duties in the 
promotion of health in the USSR. 

The Professor began her medical career 
as a doctor in the therapy department of 


by medical workers, the people built 
collective farm reservoirs, bored artesian 
wells, organized collective farm maternity 
homes and creches and expanded the 
network of medical centres serving the 
collective farmers and their families. 


Progress made by the people of this 
Republic in their fight for improving health 
culture was outlined by a representative 
of their Ministry of Public Health at a 
meeting of the Medical Workers’ Trade 
Union in May this year. The speaker 
stressed the fact that environmental 
sanitation is organically bound to clinical 
medical services and drew attention to the 
practical results achieved, especially the 
decrease of malaria and gastro-intestinal 
diseases. 


Uzbekistan, Moldavia, Yakutia, the 
cities of Orekhovo-Zuevo and Tula are 
among the other centres in the USSR 


one of Moscow’s largest hospitals. Later 
she supervised a scientific research institute 
devoted to the study of hygiene and pro- 
fessional diseases. 

Before taking up her present duties she 
was Professor at the Institute for post- 
graduate training for doctors. 
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where popular movements are spreading 
fast. In Bielorussia too, urban popular 
movements have resulted in the eradica- 
tion of malaria, while the incidence of 
other diseases has greatly decreased. 


A key to health promotion 


Volunteer committees attached to dis- 
trict health centres are a key instrument 
in this promotion of health. These coun- 
cils have a membership of local working 
men and women, under the chairmanship 
of the district physician. 


tn the Bielorussian Republic for ins- 
tance, committees organize competitions 
betsveen cities, with prizes up to 100,000 
roubles for the town with the best results. 
Of this sum 80 per cent is used for further 
improvement of urban living conditions 


wh;le 20 per cent of the prize is awarded 


as n bonus to the best workers in the 
cor$petition. 

‘he are numerous other examples of 
the practical work achieved by these 
committees. In the Kiev District of Mos- 
cov, the volunteer committee attached 
to the children’s polyclinic No. 2 helped 
the health personnel in conducting medical 
examinations and persuaded parents to 
have their children innoculated against 
diphteria and tuberculosis. 


Members of the volunteer committee of 
Moscow’s City Hospital No. 18 under- 
took a major task. They collected data 
on the morbidity rate among workers and 
presented the results of their analysis to 
the directors and engineers of industrial 
enterprises. The problem was: how can 
we climinish sickness ? Excellent results 
werg achieved by the committee through 
heath education. 

bast year, another victory over disease 
wais@claimed by the volunteer committee 
of #e Astrakhan Hospital of the Lower 


Volga Health Department whose work was 
instrumental in decreasing morbidity rate 
and accidents among workers served by 
this Department. 


In Kiev, the committee of Hospital 
No. 4 in the Oktyabr district is the leading 
centre for 480 men and women active in 
the field of health education. About 
5,000 talks and 363 lectures were given by 
the centre in 1955. Its members are 
attached to factory shops, canteens, etc. 
where they carry out extensive prophy- 
lactic work. 


At the medical section No. 3 of the 
Sverdlovsk district of the city of Kazan 
the volunteer committee comprises 
135 members, under the chairmanship of 
an internist. Exhibitions, talks and other 
propaganda means are used for the pro- 
motion of health. 


Throughout the country, experience has 
shown that where the volunteer committees 
are active the morbidity rate decreases 
and absenteeism is on the decline. 


For technical assistance: the health centre 


Organization of health education activ- 
ities and technical guidance in methods 
are the responsibility of health education 
“ houses ” working in close collaboration 
with sanitary-epidemiological stations. 


At present, there are 355 health educa- 
tion houses in the USSR, staffed by 
650 physicians and 570 para-medical per- 
sonnel, specialists in the field of health 
education. Fifteen hundred medical wor- 
kers, as well, are engaged in health educa- 
tion activities at sanitary-epidemiological 
stations. 

Both the health education houses and 
the sanitary-epidemiological stations keep 
in constant touch with State and social 
organizations to ensure coordination of 
health education activities throughout the 
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various departments and institutions. This 
also facilitates the promotion of mass 
measures directed at raising the health 
knowledge of the people and enables the 
enrolment of a broader strata of the 
population. 


In rural communities 


in rural communities health education 
work is mainly carried out in collective 
and state farms under the joint direction 
of health education houses and sanitary- 
epidemiological stations. Their activities 
are instrumental in the prevention of 
disease and the promotion of-safety in 
agricultural work. 


A typical example of the results achieved 
through participation of medical workers 
in rural health education programmes is 
found at the village of Petrovskoye, in 
the, Kalinin region, where the assistant 
doctor (who is also midwife) enrolled 
social workers in eleven villages to help 
improve the health knowledge and sanitary 
coriditions of these communities. A large 
health committee comprised of the people’s 
representatives was set up, medical aid 
was made more readily available and a 
series of medical talks organized. The 
results ? 


1) Greater concern is now shown by 
the population for the prevention of acci- 
dents and communicable diseases; less 
traitma occurs among collective farmers 
and peat field workers, and not a single 
case of infectious disease was reported 
during 1954-55 among those who received 
medical aid from the assistant-doctor; 


2) The people take an active part in the 
improvement of sanitary conditions of all 
local institutions—such as creches, kinder- 
gariens, dairy farms, trading organizations 
—and homes of collective farmers; 


3) All deliveries now take place in 
maternity centres. 


Another striking example is found in the 
Stanislav region of the Ukrainian Republic 
where numerous first aid centres have in 
recent years vaccinated every single new 
born infant against TB, with the result 
that not one fresh TB case has occurred 
in this district among children up to 
three years of age since the centres are 
in operation. 


In schools 


It should be pointed out that in the 
Soviet Union where there is overall 
elementary schooling, widespread voca- 
tional institutions together with nation- 
wide health propaganda, health education 
aimed at special groups of the population 
acquires particular significance. 


Health teaching in agricultural and 
animal husbandery schools is an important 
means of raising the level of health 
knowledge in rural districts. These schools 
train agricultural technicians and _ their 
directors notify local health departments 
of the time and place of all new courses 
so that medical instructors and visual 
aids can be provided. 


Health knowledge and training in 
health habits are promoted daily among 
school pupils. At vocational schools, 
youngsters are taught the ABC of personal 
and work hygiene so that they can apply 
this knowledge in their future employ- 
ment. 


In industries and trades 


Health instruction is also given to adult 
workers, on their entering industry or 
trade. Knowledge of industrial health is 
considered a way of improving professional 


qualifications and industrial enterprises 
reserve special hours for the study of 
personal and industrial health, with lessons 
given by specialised doctors. 


Here, an important role is played by 
the Red Cross through its first aid posts 
and its basic course on sanitation. These 
are of great help to workers in the various 
branches of national economy. As a 
matter of fact, the vast majority of 
the population receive their training 
through the Red Cross and Red Crescent 
Societies. 


Figures provided by the Ferrous Metal- 
lurgy Ministry of the USSR show that in 
the first half of 1956, over 40,000 junior 
workers had already received tuition in 
hygiene, while some 42,000 senior workers 
had already taken the course for improv- 
ing professional qualifications. 


Food trade workers and those employed 
in rest homes, canteens, etc., take the 
basic course on sanitation. It can be said 
that 82% of the nation’s food and trade 
industry workers have received tuition in 
the above mentioned discipline. 


Incidentally, it has been found at 
industrial enterprises that the local editions 
of the satirical papers “ Crocodile” and 
“ Thorn ”, have more effect than fines in 
improving sanitary conditions. 


Health education must start 

with the peopie 

Experience in Azerbaidzhan and else- 
where has proven that a most important 
condition for the success of health educa- 
tion is the active support of the people, the 
participation of the Red Cross or Red 
Crescent Societies, the leadership of health 
protection organs, etc. 

The 13th All-Union Congress of Hygie- 
nists held in 1956 devoted much of its 
time to health education and its further 
development. A concrete programme was 
outlined with special stress on the enrol- 
ment of broader masses of people in the 
sanitation projects. Similarly, the All- 
Union Congress of health protection 
workers (1956) called the attention of all 
medical workers to the value of health 
education in improving the health know- 
ledge of the population. 

This key factor is also stressed by the 
USSR Ministry of Health who constantly 
draws the attention of Health Ministers 
in the various Soviet Republics and heads 
of City Health Departments to the 
necessity of enrolling the people as well 
as social organizations in the work of 
seconding organs of health protection. 

In other words, without the broad 
initiative of the people, there can be no 
health education. 


If no physician be at hand 
To give the right advice in time 


Then hearken to the counsel of these three, 
To Doctors Merry-man and Quiet 
and last but no means least to Doctor Diet. 


The School of Salernum, Regimen Sanitatis 
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Any questions ? 


“ Quiz Evenings ” are a popular event in the Ukrainian town of 
Dnepropetrovsk. For a number of years, the Regional House for 
Health Education has organized in Dnepropetrovsk and surrounding 
mining communities, question-and-answer evenings which have 
proved very effective in disseminating medical and health knowledge : 
some 500 to 800 persons regularly attend the programme. 

In opening the meetings, organizers explain the purpose of 
“ Quiz Evenings” and invite participants to ask questions or hand in 
written queries. The evenings usually last about three hours and 
the number of questions reaches over the hundred mark. The atti- 
tude of the public towards this programme is quite a serious one and a 
panel of qualified physicians is called together each time to ensure 
that answers are scientifically correct. 

Foremost among topics of interest to the public come the pre- 
vention of high blood pressure, duodenal ulcers, communicable 
diseases, health protection of children, antibiotics and other modern 
methods of treatment. If questions of an intimate character are 
raised, the persons concerned are sent to a hospital, a consultation 
centre or an outpatient clinic, where they can talk privately to spe- 
cialists. 

The quiz programmes are widely advertised throughout Dne- 
propetvrosk and in the outlying districts. A poster entitled “ Do 
you Know? ” was recently published with a list of questions on high 
blood pressure, duodenal ulcers, causes of sterility, etc., followed by 
the announcement : “ Answers to these questions will be given at the 
next Quiz Evening ”. 

Commenting on this initiative, a group of physicians from the 
Dnepropetrovsk Regional House for Health Education declared 
that the size of the audience and their active participation through 
numerous questions, as well as the articles published in the local press 
by the participants themselves, are evidence of the effectiveness of this 
health education method in developing health knowkedge among the 
population. 


I was recently at the British Museum, admiring once again its endless trea- 


sures : an ancient manuscript... a clay tablet engraved with syrian writing... the 
Rosetta stone... a roman jewel... 


Not so long ago all these treasures were only the privilege of the few who 


could afford to collect or study them. And now they were available to every- 


one. 
A parallel came to my mind. About health education. Like the British 


‘Museum but on another plane, it places at the disposal of all, those treasures 
which would otherwise remain enclosed in the white towers of scientists. 
And their interpretation to the public is the challenge facing us. A.M. 
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National achievements 


Some areas are faced with the problem of too many independent 
and limited health education projects being initiated by various 


organizations. 


Health education has now reached the stage where 


systematic planning and coordination at the national level has become 
a priority to avoid duplication and waste. 


Two years of pioneering 
in Turkey 


by Tevfik Ismail Gdkcge 


Until recently, official and private 
institutions in Turkey had only made a 
limited contribution, within very special- 
ized fields, to the health education of the 
people. 

For instance, the Ministry of Education 
prepared a number of educational films, 
both for school children and for the 
population as a whole, and set up several 
centres for their showing. The Ministry 
of Health developed health education 
activities in the field of malaria, venereal 
disease and trachoma and undertook to 


One of Turkey’s first phtisiologists, Dr. 
Tevfik Ismail Gékge, recently retired from 
the directorship of Heybeliada, the first 
State Sanatorium, after 31 years of service. 
By then the pioneer sanatorium comprised 
500 beds for pulmonary TB cases of both 
sexes, a nursing school and a rehabilitation 
centre for men. 


The activities and research work of this 
Grand Old Man of Turkish medecine have 
however not ceased. He is member of the 
National Commission for Hygiene, Secre- 
tary General of the Turkish National anti- 
TB Association and President of the Na- 
tional Committee for Health Education as 


promote and support the national BCG 
campaign through educational measures. 
The Ministry of Agriculture set up special 
information centres and extended the 
teaching of domestic economy to isolated 
rural communities. Finally, mention 
should be made of the efforts by voluntary 
organizations, such as the Red Crescent, 
the Anti-tuberculosis Leagues, the League 
for Child Welfare, the Green Crescent 
(the anti-alcoholic league) and the League 
for Promotion of Mental Health. 


Need for united action 


These activities, however, did not form 
part of a programme with a definite pur- 
pose. They were unrelated projects and 
could not, therefore, constitute an overall 
educational scheme. It was obvious that 
to meet existing national problems these 


well as President of Istanbul's anti TB 
League and representative of the Turkish 
Association against tuberculosis. 


In recent years the doctor has also man- 
aged to devote much time to writing and 
his publications include in 1956 a 600 page 
history of the foundation and development 
of the sanatorium to which he devoted 
much of his life’s work. 
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various activitie; required coordination and 
that a priority task was the planning of 


a system which could measure up—after . 


a pioneering period—to the higher aims 
of jhealth education. 


This resulted in the creation in 1955 of 
a National Health Education Committee, 
sei up with the assistance of the Secretary 
General of the IUHEP, Mr. Lucien 
Viborel, and of Professor Tevfik Saglam, 
President of the Anti-Tuberculosis League. 


At a meeting convened at the Ministry 
of Health and attended by representatives 
of official and semi-official institutions as 
we!l as voluntary organizations, the deci- 
sion was taken to form a committee within 
the, National Commission for Unesco, 
comprising representatives of the Minis- 
trices of Health, National Education, 
National Defence, Agriculture and Labour 
as .well as the Universities of Istanbul, 
Izmir and Ankara, the Labour Insurances, 
the Red Crescent, the Anti-Tuberculosis 
Leagues and the League for Child Welfare. 


‘This National Committee meets once 
a month. Each member is required to 
present a report on means of health edu- 
cat:on available to the institution he repre- 
senjs. After study of these reports, the 
National Committee sends recommenda- 
tiows to the institution concerned to 
enshire the most effective use of health 
edycation means available and avoid 
duplication. 


Heports have already been submitted 
by she Ministries of Health, Agriculture, 
National Defence, National Education 
and Labour, as well as by the National 
Association against Tuberculosis, the Red 
Crescent and the League for Child 
Weifare. 


‘vhough only founded two years ago, the 
Turkish National Committee can already 
claim some outstanding successes that 


seem to point to the importance of its 
future role. In addition, the creation of 
this Committee has shown once again the 
benefits which can be derived from a close 
cooperation between public authorities 
and voluntary organizations. 


Here is a brief summary of some of the 
major achievements to date. 


Starting on a solid basis 


The National Committee has drawn 
the attention of the Government to the 
need for an overall health education pro- 
gramme, including the training of special- 
ized health educators and of auxiliary 
personnel. 


Following these suggestions the Ministry 
of Health decided to organize a national 
health education institute. This project, 
now on way to realization, foresees the 
setting up of the institute within Turkey’s 
Public Health School, under the super- 
vision of the Ministry of Health. 


The nomination of a WHO expert 
to assist with the project has been requested 
and granted for a period of three months. 


Reaching rural populations 


Turkey is an agricultural country and a 
chance to reach the rural population is 
afforded during the two years of compul- 
sory military service. Upon the recom- 
mendation of the Committee, the Ministry 
of National Defence agreed to establish 
a health education institute within the 
Military Medical Academy at Giilhane, 
a project now going ahead. 


Coordinating efforts 


The National Committee has also recom- 
mended the setting up of a coordination 
bureau for liaison among institutions active 
in health education. 


L 


Planning for the next generation 


Recommendations made to the League 
for Child Welfare have led to the creation 
of a scientific advisory committee respons- 
ible for orientating and developing the 
work of this institution in the fields of 
child welfare and education. 


The League, being a vast organization, 
would offer tremendous possibilities for 
action should this committee be able to 
give effective assistance to its efforts. 


School health education 


The Ministry of Education has invited 
two members of the National Health 
Education Committee to assist in the 
preparation of a basic education pro- 
gramme for Turkey. The two Committee 
representatives took an active part in the 
drafting of this programme and recom- 
mended an important role for health 
education. 


At international level 


The Committee’s recommendations to 
Government authorities and voluntary 
organizations led to Turkey being repre- 
sented by nine delegates at the Third 
Congress of the IUHEP, held in Rome 
in 1956. Furthermore, the Government 
and the Turkish Anti-Tuberculosis Leagues 
participated in the international exhibi- 
tion organized at the Congress. 


The report prepared by the representa- 
tive of the Turkish National Association 
against Tuberculosis, summing up the 
findings of the 13 sub-committees of the 


Conference, was later published by the 
Committee and had a wide distribution. 


The National Committee has also 
represented Turkey at the Second Euro- 
pean Conference on health education of 
the public organized by WHO at Wiesba- 
den, West Germany, 27 June-5 July. 


Istanbul, a pioneer 


The first local committee for health 
education was inaugurated in February 
1956 at Istanbul, a large city with all the 
necessary means to develop health educa- 
tion activities. The list of institutions and 
personalities who participated in the 
founding of the Istanbul Committee is 
significant: it includes the director of 
Istanbul’s health services, the rector of 
Istanbul University, the directors of 
national education, agriculture and vete- 
rinary services, the general commanding 
the garrison, Istanbul’s Anti-tubercu- 
losis League, the Red Crescent, the League 
for Child Welfare, the League for Pro- 
motion of Mental Health, the heads of 
the nursing schools and representatives 
of the Hygiene Museum. The Governor- 
Mayor of the city is Honorary President. 

The National Committee acts in an 
advisory capacity while the Istanbul 
Committee serves in practical fields. Al- 
though a recent innovation, this Com- 
mittee has already achieved excellent work 
which will be described in a forthcoming 
issue. These results are fully appreciated 
by the National Committee and recom- 
mendation has been made for the setting 
up of similar local committees in Ankara 
and Izmir. 


At a health centre in Europe, a group of nurses were discussing problems 
with a specialist in health education. Asked what they thought such a special- 
ist would do if assigned permanently at the centre, the reply came : “ Give us 


more work! ” 


The welfare of the community 
is yobviously primarily the concern 
offene State. But even where the 
mst highly developed government 
services are operating, a vast sphere 
ok action remains open to private 
oxganizations. The ‘ winning bat- 
tie” of the Ecuadorian League for 
the Fight against Tuberculosis is a 
typical example of the work which 
can) be accomplished by a private 
agency to supplement government 
efforts. 


by Jorge Enrique Swett P. 


Guayaquil, foremost city of Ecuador, 
both economically and population-wise, 
is an important indusurial centre as well 
as at the heart of a vast agricultural region. 
I: is not surprising therefore, that a high 
ratio of disease should be found here and 
that the fight against TB should have 
its headquarters in the town. 


‘Before the Ecuadorian League for the 
Fight against Tuberculosis (known by 
its Spanish initials of LEA) launched 
its anti-TB campaign, the “ white plague ” 
ravaged the population and in particular 
7 undernourished poorer sections, de- 
"Snceless against disease. LEA foresaw 
the need of not only setting up dispen- 
series, detection centres and sanatoriums, 
Kut of launching simultaneously a parallel 
campaign of health education to make the 
yopulation aware of the dangers of con- 
tagion and to make known elementary 
prevention methods. The aim was to 


The 32 year-old Chief of Education 
and Information Office of Ecuador’s Anti- 
TB League, Jorge Enrique Swett, has 
specialised in his country’s TB problems 
since 1951. That year, shortly after taking 
his degree in Social Sciences at Guayaquil 
University, he began work for the League 
ir’ its statistics department. 


A correspondent member of the Ecuador 
“Casa de la Cultura” Mr Swett is both 


Ecuador’s 


avoid new TB cases and overcrowding 
of treatment centres, thus allowing for 
more effective results. 


All means to one end 


LEA therefore created a TB Education 
and Information Office at national level 
responsible for centralising a health edu- 
cation programme on behalf of four 
million Ecuadorians, particularly with 
regard to tuberculosis. Every media of 
public information was harnessed for 
this immense task, from film strips to 
pamphlets, outdoor posters to broad- 
casts, puppet shows to explanatory leaflets 
and every attempt made, through these 
varied means, to render the public aware 
of the facts about TB, of the dangers of 
contagion and means to avoid infection 
through simple prophylactic measures. 


To reach remote rural areas mobile 
teams were also organized by LEA, each 
equipped with radiographic apparatus. 
These teams cover a network of main 
roads and country tracks, right to the 
most isolated rural districts. They always 
take with them large quantities of pro- 
paganda material for distribution to 
village communities. Today, country 
dwellers and persons who were once afraid 


artist and author in his spare time. A 
number of his paintings were shown at this 
October's “Salon” in the Casa de la Cul- 
tura and he is at present completing a 
book of short stories. 
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to face the reality of TB, call with complete 
confidence at treatment centres the mo- 
ment they fear to have the symptoms 
described in leaflets as those of the disease. 


During the month of August, LEA 
intensifies its propaganda campaign through 
an annual TB Week, run with the coopera- 
tion of press and radio. The aim is to 
stimulate fresh public interest through 
specially planned activities. 


No small ambitions 


In 1956 during the TB Week, LEA under- 
took through its Education and Informa- 
tion Office the instruction of elementary 
and secondary schools throughout Ecua- 
dor in the fight against TB. In Guayaquil 
itself, special courses were attended by 
nearly 50,000 pupils from 41 commercial 
schools, 40 elementary schools and 128 
private schools, as well as by students 
from 8 commercial training colleges, 
4 municipal and technical colleges and 
27 private secondary schools. Over 
250 lectures were prepared by 56 Guaya- 
quil doctors, members of LEA, who 
backed the project enthusiastically and 
gave their time free. These talks were 
followed by distributions of leaflets and 
printed matter of special interest to young 
people and designed to facilitate the 
understanding of the themes expounded 
from the lecture platform. 


It is estimated that a minimum of 


150,000 persons were reached through 
this media as school children and students 


Private organizations 


‘'s winning battle against 


are excellent agents for the spreading of 
ideas in the home. 

The success of the project was such that 
further series of lectures and conferences 
in the schools and colleges of Guayaquil 
were organized in 1957, their educational 
value being completed by the re-trans- 
mission throughout the country of scien- 
tific broadcasts and by intensive publicity. 

The anti-TB education programme met 
with equal success in the remainder of 
the Republic, in particular at Quito, 
the capital. 

LEA now disposes of an important 
quantity of information material, both 
printed matter and films. The printed 
documentation interprets the work of 
scientists to the public, as do leaflets 
published by the United States National 
Tuberculosis Association, translated and 
adapted for use in Ecuador by the Educa- 
tion and Information Office of LEA. The 
films are provided by the same organiza- 
tion or by the Inter-american Coopera- 
tion Service. 


Health education claims its share 


Great steps forward have been made by 
Ecuador’s anti-TB campaign and tribute 
should be paid in this connection to 
LEA’s leading officials, Dr. Juan Tanca 
Marengo and Dr Armando Rareja Coro- 
nel. 


| | 


If tuberculosis is now slowly disappear- 
ing in Ecuador it is due both to modern 
therapeutic methods and to health educa- 
tion whose tangible effect can be seen in 
the everyday life of the population. 


Founded in 1940 by a leading medical 
expert, Dr. Alfredo J. Valenzuela, LEA is 
private organization. Although it 
receives subsidies from the National Con- 
gress, its administration is totally independ- 
er't from Government. It is composed of 
a Grand Council, an Executive Committee 
and Sections in each of the country’s 19 
provinces. 


A house with half a roof 
(continued from page 48) 


Recently, a third type of poster has been 
tried out. This falls midway between the 
other two groups and is intended for use 
as a reminder after instruction. 


As and when the right formula can be 
found, some degree of success will follow. 
At least the ground is fallow and our local 
inhabitant is not yet as bemused, be- 
witched, and bewildered by a constant 
stream of pictorial enticement as is his 
allegedly advanced counterpart. 


Youth speaks on polio 


Fifty-three American teen-agers, nominated by different organi- 
sations throughout the United States, met in New York City with 
the National Foundation for Infantile Paralysis for four days, 
25-28 August last, to give their suggestions for promoting vaccination 
among this age group—one of the most polio susceptible. 


The importance of “ market research” among population sec- 


, tions directly involved in a particular health education campaign 
was evidenced by the findings of this novel consultative committee. 
Valuable advice was provided by the young delegates on how to 
approach young people at their own level on polio immunisation. 

For instance there was general agreement that teen-agers do 

not sufficiently realize their own susceptibility to polio. Reasons 

listed for putting off vaccination included: the feeling that “ it can’t 


9 


happen to me ”, “ sheer laziness ”, fear of the needle and the time it 


takes to arrange for immunisation. 


The key question of the talks : “ What is the best way to appeal 
to a teen-ager to get vaccinated? ” brought a variety of suggestions. 
“Shock treatment” was advocated. Statistics and actual case 
histories, said the teen-agers, should be widely publicised. These 
young people also stated that a big factor in getting their age group 
vaccinated was the way their parents reacted to the programme. 
They stressed the importance of keeping parents well informed. 


Competitions for:100°% vaccinations between shools or classes, 
each teen-ager recruiting two others to accompany him or her for 
vaccination, pins or lapel tags for those vaccinated, pamphlets, 
exhibits at teachers’ conventions and youth conventions were just a 
few of the “ sales means ” mentioned by the teen-agers—who did not 
forget to suggest as well a bonus of time off from school for the 


pupil getting his shot. 
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books 


Third International Congress of Health 
Education, Rome, 1956 


Published by the International Union for 
Health Education of the Public, in 
English and French; two volumes: 400 
pages and 741 pages; $5.50 post paid. 


The first volume of this illustrated report 
contains the addresses delivered at the 
plenary sessions, the conclusions of the 
study groups and the list of participants. 


The second volume contains reports from 
16 nations dealing with the nine main topics 
of the conference and prepared in advance 
of the meetings. These reports are in 
English or French. This volume also con- 
tains 74 advance communications from in- 
dividuals and groups dealing with various 
aspects of health education in many dif- 
ferent countries. Each communication is 
printed in the language in which it was 
submitted, with summaries in English, 
French and Italian as needed. 


Available from the Comitato Italiano per 
l’Educazione sanitaria, Piazza della Liberta, 
20, Rome, Italy. (Payment can be made 
to the current account of the Italian Com- 
mittee, c/o Banca Nazionale del Lavoro, 
via del Corso 473, Roma, or by cheque, 
when payments are in dollars.) 


Also available from TUnion interna- 
tionale pour |’éducation sanitaire de la popu- 
lation, 92, rue Saint-Denis, Paris (1¢*). 


Please specify in which language you wish 
to receive the report. 


Personal Influence 


by Elihu Katz and Paul F. Lazarsfeld, 
Free Press, Glencoe, Illinois, 1957, 400 p., 
$6.0€. 


This book is the report of a study by the 
Bureau of Applied Social Research, Co- 


lumbia University. It describes how per- 
sonal influence is a more significant factor, 


more frequent and more effective, than the 
influences stemming from mass media. 
What it does is examine the part played by 
people in the flow of mass communication ; 
how people exercise choice ; to what extent 
they make up their own minds or their 
own minds are made-up for them. A basic 
document for health workers. 


Available from The National Publicity 
Council for Health and Welfare Services, 
257 Fourth Avenue, New York 10, N.Y. 

(H. H. H.) 


Closed Ranks 


An Experiment in Mental Health Educa- 
tion by Elaine and John Comming, 
Harvard University Press, 1957, $3.50. 


This book describes an intensive public 
educational effort which set out to change 
the attitudes of a community towards mental 
illness and the mentally ill. Through group 
discussions and wide use of mass media, 
the experienced educator attempted to 
replace erroneous conceptions about men- 
tal disease with enlightenment. This 
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six-month experiment failed completely in 
ite original purpose, and moreover resulted 
in, greater belligerence and anxiety on the 
part of the community. These negative 
results strengthen our understanding that an 
etucational effort can succeed only when 
the group towards whom it is directed is 
ready, interested, and has a desire to be 
involved. 


Available from Harvard University Press, 
Cambridge, Mass., USA. (H. H. H.) 


Accidents in Childhood 


WHO Technical Report Series No. 118, 
1957, 40 p., $0.30, 1/9d. or Sw. Fr. 1. 
Exists in French. To be published in 
Spanish also. 


This is a Report of an Advisory Group 
Meeting of the World Health Organization 
held in 1957. It discusses the epidemiology 
of accidents, presents statistics and considers 
the circumstance:, causes, consequences of 
accidents. Attention is given to some of 
the social, physical, environmental and 
psychological reasons for accidents among 
children and to the general principle of 
accident prevention. 


Available in the currencies indicated 
froin the Sales Section of WHO, Palais des 
Nyxions, Geneva, Switzerland. 


catalogue of technical publications of 
O, including the First Report of the 
or Committee on Health Education of 


th$ Public (1954), may be secured from this 
adgress. 


He Ith, Culture and Community 


ifdited by Benjamin D. Paul with the 

‘Bollaboration of Walter B. Miller, Russel 

Sage Foundation, New York, 1955, 493 p., 

5.00. 

i 

“Health, Culture and Community ” 
documents public reactions to health pro- 
grammes and health situations in 16 widely 
different communities of the world. Some 
of the studies appear as successes, others 


as failures; they report what does happen, 
not what ought to happen. The cases cover 
a variety of conditions and problems, rang- 
ing from an analysis of the doctor-patient 
relationship in rural India to an examination 
of the nurses’ unofficial functions in an 
urban well-baby clinic, from a programme 
of mental health education to a project of 
preventive and community psychiatry, from 
an effort to educate Peruvian housewives 
to boil contaminated drinking water to an 
attempt to conduct a health survey in a 
socially divided Alabama town. 


Each study raises a practical problem, 
presents pertinent factual information and 
draws attention to some of the larger im- 
plications, ending with a summary and a 
selected list of annotated references. The 
cases are grouped in six sections: Re- 
educating the Community, Reactions to 
Crisis, Sex Patterns and Population Pro- 
blems, Effects of Social Segmentation, 
Vehicles of Health Administration, Com- 
bining Services and Research. 


This volume should find a place on 
every health worker’s bookshelf. 


Available from the Russel Sage Foun- 
dation, 505 Park Avenue, New York 22, 
New York. 


Look Inside 


Two colour, six-page illustrated leaflet 
on dental hygiene, produced by the 
Central Council for Health Education, 
London, M2/50m/1/57. 


This leaflet discusses foods and chewing, 
fluoride in the water, cleaning, checking 
and repairing. [Illustrated in a most 
attractive manner, it includes a picture of 
a tooth cut in half and a chart showing 
how calcium, vitamin D and fluoride reach 
your teeth. 


Available from the Central Council for 
Health Education, Tavistock House North, 
Tavistock Square, London, W.C.1. 
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films & visual aids 


Take Three Hearts 

16-mm, black and white, sound, 28 mins. 

The film tells the story of three in- 
dividuals affected by heart disease and 
describes how the local heart association 
helps them. The three are typical examples 
of the kind of assistance voluntary heart 
associations offer patients. The film gives 
the audience a good picture of the functions 
and activities of a voluntary health agency. 

Available from American Heart Asso- 
ciation, 44 East 23rd Street, New York 10, 
N.Y. (H. H. H.) 


The Deep Well 

16-mm, black and white, sound, 36 min. 

This film tells a deeply moving story 
of a family that is broken up by hospitalisa- 
tion of the mentally ill father. It depicts the 
placement services offered by a private 
child care agency. It describes how such 
an agency can help parents and children 
come to terms with the need for foster care 
and then use it to overcome their difficulties. 

The mental health content of this film 
is sound. It illustrates how casework, psy- 
chology and psychiatry work as a team 
to rehabilitate children. 

Available from Child Welfare League of 
America, 345 East 46th Street, New York 
17, BLY. (H. H. H.) 


Family Circus 
16-mm, colour, sound, 10 min. 


This film about a young child’s jealousy 
of her baby brother is a positive delight 
to see! 


Produced by UPA and available from 
Film Library, National Association for 
Mental Health, 10 Columbus Circle, New 
York 19, N.Y. (H. H. H.) 


Mother Can | Go Out Tonight ! 
Film strip with record ed dialogue pro- 
duced by the Central Council for Health 
Education, London, 14 francs, 50/—. 
What attitude should parents take towards 
children growing up, and how should ado- 
lescents treat their parents? Maureen 


A scene from Mother Can I go out tonight 


Miller is just sixteen and has started work. 
Her mother, who is very home-proud 
resents her going out every evening. One 
evening she goes for Maureen about it 
and a serious row ensues. Mr. Miller comes 
home to find his wife alone and very 
upset. He points out that Maureen’s 
behaviour is quite a natural reaction and 
gets accused of not taking enough trouble 
about his daughter’s safety and going out 
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toc much himself. Mr. Miller is on the 
spot. What should he do ? 

“Mother Can I Go Out Tonight” is an 
example of the case study approach applied 
to the film strip. An actual incident such 
as an accident, a family crisis or a social 
issue is taken and recorded in narrative 
style, showing how this incident affected 
a particular group of people. 

jie technique of combining sound adds 
reaggy to the pictures and in the dramatised 
cas¢#tudy type of film strip can give them 
an ‘g notional dimension as great as the 
The CCHE sound film 
use this technique for promoting 
=sion. The characters in these strips 
.onfronted with situations that might 
in any family and on which most 
> will have views. At a critical point 
“gory breaks off and the commentator 
asks, the audience what they would do if 
they were one of the characters involved. 
As = ere is no one solution to most of the 
impertant problems of life no solution is 
offeizd, but the audience is expected to 
learn the facts from the discussion, gain 
greater insight into their own and other 
people’s attitudes to the problems, and 
finally to reach their own conclusions. 

Available from the Central Council for 
Hea:th Education, Tavistock House North, 
Tavistock Square, London, W.C.1. 


Persional Hygiene 

nnelgraph pattern set produced by the 

Central Council for Health Education, 
sndon, available in outline coloured 

diagrams to be cut out and mounted 

on lint seals at 5/6. 


— What?! You have placed vitamin pills 
under ‘ Essential’ ?! 

— Well I take some every day ! 

— But my dear, don’t you know that if 
you eat... 

Often group leaders complain about the 
difficulty of starting discussion among 
groups. One solution to this problem is 
the use of flannelgraphs involving a choice 
on the part of the audience. (In fact, the 
discussion sometimes starts even before the 
group leader has anything to say about it !) 

The “personal hygiene” flannelgraph 
produced by the Central Council for Health 
Education is an excellent example of the 
choice method. The audience is given a 
series of cut out personal hygiene objects 
—ranging from washing hands to lipstick— 
and asked to place them in one of three 
categories on the flannelboard: “ Essen- 
tial’, “ Helpful ” or “ Unnecessary ”. When 
each member has made his choice the 
speaker obtains a very good idea of the 
level of knowledge of his audience, or 
their local prejudices, and can then lead 
discussion on the correctness or desirability 
of the various choices made. He can ask 
the audience if they agree with the positions 
of various objects and, if not, why not. If 
they suggest moving them he can again ask 
why and get discusion centred on each 
detail which he or the audience considers 
of importance. The lively discussion which 
follows provides the group leader with many 
opportunities for introducing varied health 
que-tions. 

Available from the Central Council for 
Health Education, Tavistock House North, 
Tavistock Square, London, W.C.1. 


‘Please turn to page 31 for details on subscriptions to the 
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